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A. Project Summary 
 

1. Connecticut State Innovation Model Project Summary  

Over a five year period (2015-2020ύ /ƻƴƴŜŎǘƛŎǳǘΩǎ {La is working ǘƻ ƛƳǇǊƻǾŜ /ƻƴƴŜŎǘƛŎǳǘΩǎ healthcare 

system for the majority of residents. We have been investing in a transition away from paying for a volume 

of healthcare services towards paying based on whether people receive high quality care with lower 

growth in costs. This includes funding ǘƘŜ ŘŜǎƛƎƴ ŀƴŘ ƭŀǳƴŎƘ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ŦƛǊǎǘ aŜŘƛŎŀƛŘ {ƘŀǊŜŘ {ŀǾƛƴƎǎ 

tǊƻƎǊŀƳ όάt/aIҌέύΣ ǿƘƛŎƘ ǊŜǿŀǊŘǎ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎ who build on Person Centered Medical Home 

standards by implementing enhanced care coordination activities, and connect with community-based 

organizations to address social determinant needs, for improved quality outcomes and better cost trends.   

We are providing technical assistance and supports to healthcare providers who want to succeed in these 

new payment models, so that they can connect individuals to community and behavioral supports, deploy 

community health workers, use data to track and improve their performance, and more. Providers access 

these resources through our Community & Clinical Integration and Advanced Medical Home programs. 

Simultaneously, we engage consumers by promoting insurance plans that remove financial barriers to, or 

introduce rewards for preventive care, medication adherence, chronic disease management, and high-

quality provider selection. ²Ŝ ǇǊƻƳƻǘŜ ǘƘŜǎŜ ά±ŀƭǳŜ-.ŀǎŜŘ LƴǎǳǊŀƴŎŜ 5ŜǎƛƎƴǎέ by convening employers 

and creating easily adoptable templates and disseminating best-practices.  

Lastly, we are creating and testing components of our Population Health Plan. This longer-term strategy 

will combine innovations in clinical healthcare delivery, payment reform, and population health strategies 

to improve health as a community approach, rather than one focused solely on patient panels. 

This Operational Plan outlines the strategy that we will execute over the duration of the SIM test grant, 

with a focus on the next award year (February 1, 2018 ς January 31, 2019). This document is consistent 

with the approach set forth in our Test Grant Application and is supplemented with plans developed since 

the application was submitted. It outlines model goals, supporting strategies, milestones, and allocation 

of funding among project components. This Operational Plan will govern the business relationship 

between Connecticut and CMMI, and establish accountability for proposed strategies. 
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2. End State Vision  

As part of the SIM initiative, Connecticut released its State Healthcare Innovation Plan (SHIP) articulating 

a shared vision to transform healthcare: 

Vision: Establish a whole-person-centered healthcare system that improves community 

health and eliminates health inequities; ensures superior access, quality, and care 

experience; empowers individuals to actively participate in their health and health care; 

and improves affordability by reducing healthcare costs. 

We track our progress towards this vision through statewide indicators associated with the Triple Aim of 

healthier people, better care, and smarter spending. However, improving overall health can still leave 

underlying differences in the health outcomes of people of different races, ethnicities, and economic 

statuses. For this reason, we emphasize health equity within each of our aims.   

Connecticut intends to continue these efforts beyond the Model Test period and has set quality measure 

and process goals that reach into 2020:  

¶ Improved rates of diabetes, obesity, and tobacco use, 

with improved health equity. 

¶ Improved health care outcomes on measures including 

preventable ED admissions, hospital readmissions, 

cancer screenings, cardiovascular deaths, diabetes 

care, and child well-visits, with improved health equity. 

¶ Provider and multi-payer participation in alternative 

payment models that support a transformed model of 

care delivery.  

o 88% of the Connecticut population goes to a 

healthcare provider that is accountable for 

quality and total cost of care (Shared Savings 

Models).  

o Public and private insurers (άǇŀȅŜǊsέύ are 

implementing alternative payment models.  

o Over 1,600 healthcare providers undergo a 

transformation program to improve care 

delivery. 

¶ 87% of the commercially insured population has a 

value-based insurance plan that removes financial 

barriers/has rewards for preventative care, chronic 

condition management, and more. 

¶ Population health and health system transformation 

efforts are aligned and coordinated for a greater collective impact. 

¶ Transformed health information technology and analytics statewide enable care transformation. 

¶ 1-2% reduction in the annual rate of healthcare spending across public and private payers.  

http://www.healthreform.ct.gov/ohri/lib/ohri/sim/plan_documents/ct_ship_2013_12262013_v82.pdf
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3. Driver Diagram  

Connecticut is striving to achieve challenging yet attainable goals for population health, healthcare 

outcomes, health equity and cost reduction. The grant is also meant to accelerate state-wide 

transformation efforts towards value-driven and sustainable models in healthcare. Achieving our goals 

requires a multi-faceted approach with multiple interventions being leveraged at once to impact the 

majority of those living in Connecticut. Instead of applying singular reforms or interventions, we apply 

multiple levers simultaneously to drive change, such as changes to payment incentives, healthcare 

delivery standards, consumer-driven reforms, health information technology infrastructure, and 

regulatory levers. 

Although SIM funds support many initiatives directly, we also coordinate with other major initiatives such 

as the Medicare Shared Savings tǊƻƎǊŀƳ ό{{tύΣ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ {ƻŎƛŀƭ {ŜǊǾƛŎŜǎΩ person-centered 

medical home (PCMH) and administrative service organization (ASO) Intensive Care Management (ICM) 

initiatives, and the CMMI funded Practice Transformation Network (PTN) initiative. 

A Driver Diagram was developed to illustrate how SIM initiatives connect with one another and our 

hypothesis about which drivers will enable us to achieve our aims. The diagram also creates the high- level 

framework that guides this Operational Plan.  

The Driver Diagram identifies the following: project aims, primary drivers, secondary drivers, and 

accountability targets. 

Our Driver Diagram reflects principles and strategies identified in /ƻƴƴŜŎǘƛŎǳǘΩǎ {ǘŀǘŜ IŜŀƭǘƘŎŀǊŜ 

Innovation Plan, as well as the refinements and new plans developed since then in collaboration with our 

key partners. The diagram provides a shared vision of our scope of work. It illustrates where we are 

focusing our interventions and which targets we use for monitoring our progress. It will remain an iterative 

document, requiring updates as lessons are learned and milestones are met. 

All of our measures will be tracked for the entire state population by our evaluation team. More detail 

about measures and project evaluation is provided in Section D. 

 

Please see Driver Diagram on the next page. 
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Aims Primary Drivers Secondary Drivers 

By 6/30/2020 Connecticut 

will establish: 

 

Healthier People While 

Promoting Health Equity: 

Reduce statewide rates of 

diabetes, obesity, and 

tobacco use 

 

Better Care While 

Promoting Health Equity: 

Improve performance on 

key quality measures, 

increase preventative care 

and consumer experience, 

and increase the 

proportion of providers 

meeting quality scorecard 

targets 

 

Smarter Spending: 

1-2% percentage point 

reduction in annual 

healthcare spending 

growth 

Promote policy, systems, & 

environmental changes, 

while addressing 

socioeconomic factors that 

impact health 

Engage local and state health, government, and community stakeholders to produce a population health plan 

Identify reliable & valid measures of community health improvement 

Design Health Enhancement Communities (HECs) model that includes financial incentive strategy to reward 

communities for health improvement 

Connect CBOs and healthcare providers through the Prevention Service Initiative (PSI) 

Engage consumers in 

healthy lifestyles, 

preventive care, chronic 

illness self- management, 

and healthcare decisions 

Promote use of Value-Based Insurance Designs that Incentivize healthy choices by engaging employers and others 

Provide transparency on cost and quality by creating a public scorecard and deploying consumer experience survey  

Develop informed and actively participating consumers for health reform 

Execute stakeholder engagement to support data analytics and deploy HIT tools that engage consumers 

Promote payment models 

that reward improved 

quality, care experience, 

health equity and lower 

cost 

All payers in CT use financial incentives to reward improved quality and reduced cost:  including the launch of the 

Medicaid Person Centered Medical Home+ (PCMH+) 

Recommend a statewide multi-payer core quality measure set for use in value-based payment models to promote 

quality measure alignment 

Support data analytics and deploy HIT tools, including a multi-payer solution for the extraction, integration, and 

reporting of eCQMs 

Strengthen capabilities of 

Advanced Networks and 

FHQCs to deliver higher 

quality, better 

coordinated, community 

integrated and more 

efficient care 

Community & Clinical Integration Program (CCIP): Provide technical assistance & awards to PCMH+ participating 

entities to achieve best- practice standards in: comprehensive care management; health equity improvement; & 

behavioral health integration 

Advanced Medical Home (AMH) Program: Provide support to primary care practices, within PCMH+ participating 

entities, that are not medical homes, to become AMHs 

Promote use of CHWs through technical assistance, resource development, and policy recommendations 

Convene providers for peer-to-peer learning (PCMH+ and CCIP collaboratives) 

Enable HIE, analytics, and 

health IT to drive 

transformation 

Establish shared health information exchange (HIE) services (including alerts, longitudinal health record, image 

exchange, immunization system, and more) 

Establish Core Data Analytics Solution (CDAS) and enable the use of eCQMs in value-based payment 

EXHIBIT 1: SIM DRIVER DIAGRAM 
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In addition to the Driver Diagram, and in order to enhance focus, coordination and alignment across the 

various SIM work streams, five priority areas have been selected from our list of aims: 

1. Individuals with Complex Health Needs 

2. Diabetes: prevention and control 

3. Hypertension (HTN): prevention and control 

4. Asthma 

5. Depression 

The following table outlines how major SIM work streams contribute to impacting our goals around these 

five priority areas. Please note that this is an iterative document that may change after further vetting 

with SIM councils. 

  

Connecticut State Innovation Model Driver Diagram  

EXHIBIT 1: DRIVER DIAGRAM  
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EXHIBIT 2: ALIGNMENT GRID AROUND PRIORITY SIM AIMS 
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4. Master Timeline  

The following Master Timeline provides an overview of the rollout of SIM components over the three year 

performance period. This is meant to serve as a high level guide. More detailed and complete operational 

components can be found in Section C. Detailed SIM Operational Work Plans by Driver.  

The SIM test grant funds activities from February 2015 to December 31, 2019. A pre-implementation 

period (PIP) from February 2015 to September 30, 2016 is not included in the Master Timeline. During the 

PIP additional planning details were developed, councils were established, and select implementation 

activities took place. The timeline focuses on the three performance years of the grant: 

ω The first award year (AY1) (pre-implementation year) ran from February 1, 2015 ς September 29, 

2016 

ω The second award year (AY2) ran from October 1, 2016 ς January 31, 2018 

ω The third award year (AY3) runs from February 1, 2018 ς January 31, 2019 

ω The fourth award year (AY4) runs from February 1, 2019 ς January 31, 2020 

The reforms in the Connecticut SIM are intended to be transformative and sustainable past the test grant 

period. Therefore, many metrics have a goal set beyond the test grant period. Please see the last section: 

Sustainability Plan, for more information on a framework for sustainability.  
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EXHIBIT 3: MASTER TIMELINE GANTT CHART FOR AWARD YEARS 2016-2020 

Master Timeline Gantt Chart for Performance Years 2016-2020 

SIM Component/Project Area 

C
o

m
p

le
te
 

Lead 

AY2 AY3 AY4 Milestone/  

Due Date 

1 2 3 4 1 2 3 4 1 2 3 4 

P
o
p
 H

e
a

lth
 P

la
n 

Identify funding options & federal authority to support PSI and HECs  DPH/PMO             9/30/2018 

Conduct statewide scan to identify entities that can provide prevention services Y DPH             1/31/2017 

Establish community health improvement measures and integrate into model(s)  DPH/PMO             4/30/2018 

Design Prevention Service Initiative (PSI) Y DPH/PMO             9/30/2017 

Prevention Service Initiative implementation   DPH/PMO             AY3, Q1 

Develop detailed design and designation standard for HECs  DPH/PMO             AY4, Q4 

Implement HECs  DPH/PMO             1/1/2019 

P
C

M
H

+ 

Develop & execute provider contracts with common performance measures Y DSS/Mercer             AY2, Q1 

Go live with Wave I (1/1/2017) Y DSS/Mercer             AY2, Q2  

Update performance measures and SSP requirements  DSS/Mercer             AY2, Q3 

Develop Wave II RFP for provider entry Y DSS/Mercer             AY2, Q3 

Go live with Wave II (4/1/2018)  DSS             AY3, Q1 

Under-service monitoring Y DSS/Mercer             Under-service reviews performed for each wave 

Coordinate evaluation, data monitoring, and contract monitoring Y DSS/Mercer             Contracts in compliance, evaluation complete 

C
C

IP
 ς 
T

A
 a

n
d
 

A
w

a
rd

s 

Enroll Advanced Networks (ANs) and FQHCs for Wave 1 Y MS, JL, FD             AY2, Q1 

Wave I: Provide transformation support for Wave 1 participating entities  Y MS, JL, FD             AY2, Q1 

Enroll ANs and FQHCs for Wave II  MS, JL, FD             AY3, Q1 

Wave 2: Provide transformation support for Wave 2 participating entities  MS, JL, FD             AY3, Q1 

Complete evaluation report  MS, JL, FD             AY4, Q4 

CCIP Awards Wave I: Core transformation activities  Y MS, JL, FD             AY2, Q2 

CCIP Awards Wave II: Core transformation activities  MS, JL, FD             AY3, Q1 

A
M H
 Enroll primary care practices from ANs for Wave I Y SS             AY2, Q1 

Wave 1: Provide transformation support Y SS             AY2, Q1 

H
e

a
lth

 I
T HIE and eCQM Design Groups Y HITO             AY2, Q4 

CDAS- Payer and employer engagement & Provider data submission  HITO             AY3 

Governance established  HITO             AY3 

Technical infrastructure for CDAS and shared HIE services established  HITO             AY3 
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Master Timeline Gantt Chart for Performance Years 2016-2020 

SIM Component/Project Area 

C
o

m
p

le
te
 

Lead 

AY2 AY3 AY4 Milestone/  

Due Date 

1 2 3 4 1 2 3 4 1 2 3 4 

Wave 1 HIE shared services deployed  HITO             AY3 

Wave 2 HIE shared services deployed  HITO             AY4 

V
B

ID
 

Recommend and launch VBID products Y OSC             AY2, Q1 

Periodic update of VBID templates, with semi-annual consortium meetings Y OSC             AY2, Q2 

Provide targeted technical assistance to Connecticut employers Y OSC             AY2, Q4 

Work with commercial market and AHCT to encourage VBID adoption  OSC             84% of commercially insured pop. In a VBID plan 

C
A

B 

Develop tools and types of communication forums Y PMO, CAB             AY2, Q1 

Conduct issue-driven forums, focus groups, and listening sessions  PMO, CAB             6 events held in AY3 

Conduct outreach and provide education to consumers, CBOs, stakeholders  PMO, CAB             90 consumers engaged in events AY3 

C
H

W
W

 Develop CHW policy framework Y SWAHEC             AY2, Q4 

Engage stakeholders to promote CHW integration and employment   SWAHEC             6 ANs/FQHCs with CHWs integrated AY3 

Provide technical assistance to CCIP PEs to ensure effective integration  SWAHEC             AY2, Q3 

Initiate identification and development of CHW apprenticeships  SWAHEC             AY3, Q4 

Q
M

A
 

Core quality measure set approved Y MS, FD             AY2, Q1 

Promote voluntary adoption across payers of core set for use in VBP contracts Y MS, FD             75% alignment across health plans 

Payers begin to incorporate measures into VBP contracts  MS, FD             AY3, Q1 

DSS HIT/analytics design and programming for cross-payer performance analytics  MS, FD             AY3, Q4 

S
co

re
ca

rd Publish first online scorecard  MS, FD             AY3, Q4 

Quality Councils rolls out plan for consumer education and access to scorecard  MS, FD             AY4, Q2 

Review performance analytics and measures and make periodic changes  MS, FD             25 measures publically reported AY3 

Assess and deploy other capabilities or broaden scope (e.g., specialists, hospitals)  MS, FD             45 new measures recommended AY3 

E
v
a

lu
a

tio
n 

Produce pace dashboards and quarterly cost, quality, outcomes dashboard Y RA             Quarterly dashboards released 

Physician survey  RA             AY4, Q4 

Rapid Response Team: ad hoc team reviews dashboard data as issues arise Y RA             Ad hoc team meetings held 

CAHPS: Identify attributed members, sampling frame Y PC, MS             Annual 

CAHPS: Conduct care experience survey Y PC, MS             Annual 

CAHPS: Analysis & reporting of results to health plans for SSP calculations Y PC, MS             Annual 

CAHPS: Establish survey fee collection procedures and collect fees  PC, MS             AY4, Q4 
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Master Timeline: Unidentified Acronyms 

AHCT:  Access Health CT (insurance marketplace) 

AMH:  Advanced Medical Home program 

AS:  Amy Smart 

CAB:  Consumer Advisory Board consumer engagement efforts 

CAHPS:  Consumer Assessment of Healthcare Providers & Systems (consumer survey) 

CCIP:  Community & Clinical Integration Program 

CDAS:  Core Data Analytics Solution 

CHW:  Community Health Worker work stream 

DPH:  Department of Public Health 

DSS:  Department of Social Services 

eCQM:  Electronic Clinical Quality Measures 

FD:  Faina Dookh 

HEC:  Health Enhancement Communities 

HIE:  Health Information Exchange 

HIT:  Health Information Technology 

HITO:  Health Information Technology Officer (Allan Hackney) 

HPA:  Health Program Associate 

JL:  Jenna Lupi 

MG:  Mario Garcia 

MS:  Mark Schaefer 

OSC:  Office of the State Comptroller 

PC:  Paul Cleary, Yale 

PCMH+: Patient Centered Medical Home Plus  

PMO:  State Innovation Model Program Management Office 

PSI:  Prevention Service Initiative  

QMA:  Quality Measure Alignment 

RA:  Robert Aseltine, UConn  

RFP:  Request for Proposals 

SS:  Shiu-Yu Schiller 

SSP:  Shared Savings Program 

SWAHEC: Southwest Area Health Education Center 

TA:  Technical Assistance 

VBID:  Value-based Insurance Design 

VBP:  Value-based payment
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B. General SIM Policy and Operational 

Areas  
 

The sections that follow provide detailed information on specific operational components of SIM: 

1. SIM Governance 

a. Management Structure and Decision-making Authority 

b. Leveraging Regulatory Authority

 

 

c. Stakeholder Engagement 

2. Health Care Delivery System Transformation Plan  

a. Care Delivery Models and Payment Models 

b. Quality Measure Alignment 

c. Plan for Improving Population Health 

d. Health Information Technology 

e. Workforce Capacity: Community Health Workers 

f. Consumer Empowerment  

3. SIM Alignment with State and Federal Initiatives (relevant to SIM) 

a. CMMI 

b. CDC, ONC, HRSA 

c. State Initiatives  
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1. SIM Governance 

a. Management Structure and Decision-Making Authority 

/ƻƴƴŜŎǘƛŎǳǘΩǎ {La ƛǎ ōŜƛƴƎ ƛƳǇƭŜƳŜƴǘŜŘ ǿƛǘƘ ŀ ōǊƻŀŘ ŀǊǊŀȅ ƻŦ ǎǘŀƪŜƘƻƭŘŜǊ ƛƴǾƻƭǾŜƳŜƴǘ ŀƴŘ ƛƴǇǳǘΦ The 

Lieutenant Governor provides overall leadership and oversight for SIM. SIM initiatives are being executed 

in collaboration with multiple agencies and organizations including the DSS, DPH, OSC, AHCT and UConn 

Health. The SIM PMO, within the OHA, is leading the implementation. The PMO coordinates activities 

across work streams, oversees the evaluation, engages stakeholders, manages vendors, executes care 

delivery reform initiatives, and communicates progress to the public. 

The PMO has engaged more than 150 stakeholders through a number of advisory work groups that focus 

on particular components of SIM such as health information technology, quality measurement, and 

practice transformation. These work groups are comprised of consumers, employers, healthcare 

providers, community organizations, and subject matter experts. Our Model Test also includes the 

participation of all five of /ƻƴƴŜŎǘƛŎǳǘΩǎ major commercial payers, Medicare and Medicaid. Work groups 

will inform the Healthcare Innovation Steering Committee, which will provide key guidance and 

recommendations regarding SIM initiatives. Our work groups are supported by the SIM PMO and partner 

agencies. 

CT has established a workgroup and committee structure that includes a broad range of stakeholders with 

direct and ongoing involvement in SIM design, implementation and evaluation. 

This engagement structure includes the following committees and work groups: 

1. Healthcare Innovation Steering Committee (HISC) 

2. Program Management Office (PMO) 

3. Consumer Advisory Board (CAB) 

4. Healthcare Cabinet (HCC) 
5. State Health IT Advisory Council (Health IT Council) 

6. SIM workgroups: 

a. Practice Transformation Taskforce 

b. Quality Council 

c. Equity and Access Council 

d. CHW Advisory Committee (led by UConn Health AHEC) 

e. Employer VBID Consortium (led by Office of the State Comptroller) 

f. Population Health Council (led by Department of Public Health) 

7. Medical Assistance Program Oversight Council Care Management Committee (advisory to the 

Department of Social Services) 

 

 

http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;Q=334888&amp;ohriNav=%7C
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=333602&amp;ohriNav=%7C
http://portal.ct.gov/hcc/
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=335320
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=335322
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=335326
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=336080
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=336076
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=336150
https://www.cga.ct.gov/med/comm1.asp?sYear=2016
https://www.cga.ct.gov/med/comm1.asp?sYear=2016
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EXHIBIT 4: SIM WORKGROUP/ COMMITTEE STRUCTURE
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SIM DRIVER LEAD IMPLEMENTER RELEVANT COMMITTEES WHO LEADS COMMITTEE 

PAYMENT REFORM    
PCMH+ Department of Social Services 

(Medicaid) 
Care Management Committee (a sub-
committee of MAPOC) 

DSS 

Council on Medical Assistance Program 
Oversight (MAPOC) 

Quality measure alignment SIM Office SIM Quality Council SIM Office 
TRANSFORM CARE DELIVERY    
Community & Clinical Integration Program SIM Office SIM Practice Transformation Taskforce SIM Office 
Advanced Medical Home Program SIM Office SIM Practice Transformation Taskforce SIM Office 

Community Health Worker Initiative SIM Office with UConn Health 
(with AHEC) 

SIM Community Health Worker Council SIM Office with UConn Health 
(AHEC) 

EMPOWER CONSUMERS    

Public Scorecard 

Consumer Experience Survey (CAHPS) 

SIM Office with UConn Health 
(evaluation) 

SIM Quality Council SIM Office with Evaluation 
team 

Consumer Engagement SIM Office/ Consumer Advisory 
Board with contractor 

Consumer Advisory Board Consumer Advisory Board 

Value-Based Insurance Design SIM Office with Office of State 
Comptroller 

VBID Consortium SIM Office, with OSC and 
consultant  

POPULATION HEALTH    
Prevention Service Centers 

Health Enhancement Communities 

Department of Public Health 
(DPH) with SIM Office 

SIM Population Health Council DPH with SIM Office 

HEALTH IT    
ALERTS, ECQMS, HIE  HIT Council  HIT PMO 
EVALUATION UConn Health (evaluation) N/a N/a 
OTHER    
Overall SIM guidance  {La {ǘŜŜǊƛƴƎ /ƻƳƳƛǘǘŜŜ όάIL{/έ 

Healthcare Innovation Steering 
Committee) 

SIM Office 

Equity And Access ς Underservice  SIM Equity & Access Council SIM Office 

SIM KEY WORK STREAM, LEAD, AND RELEVANT COMMITTEE 
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1. Healthcare Innovation Steering Committee (HISC) 
The HISC is chaired by Lieutenant Governor and serves as the key advisory body for the design and 

implementation of the SIM, while addressing key strategic, policy, and programmatic concerns. 

Participants include private foundations; consumer advocates; representatives of hospitals, Advanced 

Networks, home health, physicians and APRNs; health plans; and employers. Additionally, the OPM and 

the /ƻƳǇǘǊƻƭƭŜǊΩǎ office are included as well as line agency Commissioners with responsibility for public 

health, Medicaid, behavioral health, health insurance exchange, APCD, and child welfare.  

2. Program Management Office (PMO) 

Effective February 1, 2018, the SIM PMO is consolidated within the Office of Health Strategy (OHS). The 

SIM PMO is responsible for administering the Connecticut SIM Grant. The PMO will be accountable for the 

conduct of specific SIM initiatives and will work closely with state agencies and stakeholders that hold 

accountability for components of the plan. The PMO will communicate SIM progress to the public and 

state government, engage with stakeholders, and provide staff support to SIM. The PMO convenes a SIM 

Core Team comprised of representatives from the HIT PMO, DSS, DPH, OSC, OPM, APCD, OPM, DMHAS, 

Consumer Advisory Board, and the UConn Health evaluation team. The SIM Core Team supports overall 

program management and coordination amongst the various lead entities. 

3. Consumer Advisory Board (CAB) 

The CAB is an independent advisory board that provides advice and guidance directly to the HISC (on which 

it has a seat) and the PMO. The CAB is racially and ethnically diverse, with members involved in advocacy 

and community development, health services, and housing. The CAB is the main vehicle in the governance 

structure to ensure community and ŎƻƴǎǳƳŜǊ ŜƴƎŀƎŜƳŜƴǘΦ ¢ƘŜ /!.Ωǎ Ƴƛǎǎƛƻƴ ǎǘŀǘŜƳŜƴǘ is to advocate 

for and facilitate strong public and consumer input to inform policy and operational decisions on health 

care reform in Connecticut. 

4. Health Care Cabinet 

/ƻƴƴŜŎǘƛŎǳǘΩǎ Healthcare Cabinet was established in 2011 to advise Governor Dannel P. Malloy and 

Lieutenant Governor Nancy Wyman on issues related to implementation of federal health reform and the 

development of an integrated healthcare system for the state. The Cabinet is chaired by the Lieutenant 

Governor and includes nine state agencies. Other representatives are appointed by legislative leadership. 

The Healthcare Cabinet is charged with improving the physical, mental and oral health of all state residents 

while reducing health disparities by maximizing the ǎǘŀǘŜΩǎ leveraging capacity and making the best use of 

public and private opportunities. 

5. State Health Information Technology Advisory Council (Health IT Council) 

In 2015, the Health IT Council was created through Public Act 15-146. ¢ƘŜ ŎƻǳƴŎƛƭΩǎ ǇǳǊǇƻǎŜ is to advise 

on: (1) developing priorities and policy recommendations ǘƻ ŀŘǾŀƴŎŜ ǘƘŜ ǎǘŀǘŜΩǎ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǘƛƻƴ 

technology and health information goals; (2) develop and implement the statewide health information 

technology plan, data and technology standards, and the statewide health information exchange; and (3) 

develop appropriate governance, oversight, and accountability measures to ensure success in achieving 

ǘƘŜ ǎǘŀǘŜΩǎ IL¢ ŀƴŘ IL9 ƎƻŀƭǎΦ  Lƴ нлмсΣ tǳōƭƛŎ Act 16-77 made various changes to requirements for health 

IT including: (1) designation of a Health Information Technology Officer (HITO) by the Lieutenant Governor, 

(2) transfers various responsibilities from DSS Commissioner to the HITO; and (3) adds additional members 

to the state Health IT Advisory Council. As a result of P.A. 16-77 and the onboarding of a HITO, the advisory 

process for P.A. 16-77 and the former SIM HIT Council have been consolidated under the Health IT Council. 
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6. Medical Assistance Program Oversight Council (MAPOC) Care Management Committee 

CT law established the Medical Assistance Program Oversight Council (MAPOC) as the legislative oversight 

body for the Connecticut Medicaid/CHIP programs. The MAPOC leadership designated the Care 

Management Committee of the MAPOC to review and comment on each aspect of the design of the 

PCMH+ program, including the establishment of consumer protections and implementation activities. 

Committee membership was supplemented by members of the Steering Committee and CAB. 

Additionally, MAPOC has designated up to two members to participate in each SIM work group and the 

Steering Committee. 

7. SIM Workgroups 

Six workgroups ensure that the necessary stakeholders and technical experts are continually engaged and 

actively involved in the implementation of the SIM grant. There are four broad categories of 

representation on these workgroups: consumer/advocate, payer, provider, and state agency. The 

workgroups participate in detailed planning, and provide oversight across a range of areas. 

When necessary, work groups establish design groups to consider special issues and to engage additional 

external stakeholders who may have the expertise and knowledge necessary to inform the planning. For 

the meeting schedule, minutes, and workgroup membership and charters click here.    

a. Practice Transformation Task Force (PTTF) 

The PTTF provides guidance on SIM and broader care delivery reform efforts, including 

recommending the Advanced Medical Home design and standards and the Community & Clinical 

Integration Program design and standards. The PTTF has established design groups with expert 

consultation in the areas of health equity, behavioral health, and oral health.  

b. Quality Council 

¢ƘŜ vǳŀƭƛǘȅ /ƻǳƴŎƛƭΩǎ ǊƻƭŜ ƛǎ ǘƻ ǊŜŎƻƳƳŜƴŘ ŀ ǎŜǘ ƻŦ ǉǳŀƭƛǘȅ ƳŜŀǎǳǊŜǎ ǘƘŀǘ ǇŀȅŜǊǎ ǿƛƭƭ ōŜ 

encouraged to  use  to  assess  the  quality  of  services  delivered  under  value-based  payment 

arrangements. As needed, the MAPOC Care Management Committee will recommend 

supplemental measures that address the needs of the Medicaid program. The council will reassess 

the core measure set on a regular basis to identify gaps, to incorporate new national measures as 

they become available, and to keep pace with changes in technology and clinical practice. The 

council also advises on the development of a public scorecard. 

 c. Equity and Access Council  

¢Ƙƛǎ ŎƻǳƴŎƛƭΩǎ ǊƻƭŜ ƛǎ ǘƻ ƳŀƪŜ recommendations to protect against under-service and patient 

selection as value based payment reforms are implemented. The council, along with design 

groups, has recommended retrospective and concurrent analytic methods to ensure safety, 

access to providers and appropriate services, and to limit the risk of under- provision of requisite 

care. They have released the Report of the Equity and Access Council on Safeguarding Against 

Under-Service and Patient Selection in the Context of Shared Savings Payment Arrangements. 

 d. Community Health Worker (CHW) Advisory Committee  

The CHW Committee develops recommendations with respect to the training, promotion, 

utilization and certification of CHWs. They will also advise on a framework for sustainable 

payment models for CHWs. The Committee will examine critical issues for employers with regard 

to hiring, supervising and technical support of CHWs.  

http://healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=333596&amp;ohriNav=%7C
http://healthreform.ct.gov/ohri/lib/ohri/sim/steering_committee/2015-07-16/eac_phase_i_draft_report_062015.pdf
http://healthreform.ct.gov/ohri/lib/ohri/sim/steering_committee/2015-07-16/eac_phase_i_draft_report_062015.pdf
http://healthreform.ct.gov/ohri/lib/ohri/sim/steering_committee/2015-07-16/eac_phase_i_draft_report_062015.pdf
http://healthreform.ct.gov/ohri/lib/ohri/sim/steering_committee/2015-07-16/eac_phase_i_draft_report_062015.pdf
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e. Employer-led Value-Based Insurance Design (VBID) Consortium (supported by the OSC) 

The VBID Consortium provides advice and guidance on all aspects of the VBID initiative to 

encourage the uptake of VBID benefit plans throughout the state. The Consortium has developed 

and continues to develop recommendations to the HISC with respect to the promotion and 

adoption of VBID models for use by self-insured employers, fully insured employers and private 

and public health insurance exchanges. To date, the Consortium advised on VBID prototypes and 

an implementation guide for employers.  

 f. Population Health Council (supported by the DPH) 

The Population Health Council is responsible for providing advice regarding the development of 

the Population Health Plan. The Council will develop a vision for improving Population Health in 

the context of payment, insurance and practice reforms, and community integration and 

innovation. The Council will also leverage existing resources and will build on the framework 

established in the State Health Improvement Coalition to advance population health planning and 

establish a long term public health strategy. 

b. Leveraging Regulatory Authority  

Connecticut has demonstrated that it is committed to using legislative and regulatory authority to support 

healthcare delivery and payment reform.  

For example, the SIM CHW Advisory Committee worked diligently over 2016 to identify the elements 

necessary to build the infrastructure for the CHW workforce in CT.   As a result, the Committee developed 

a definition, a scope of work (following the C3 Project guidelines) and the guidelines for certification of 

CHWs.  In June of 2017, Public Act 17-74, ά!ƴ !Ŏǘ /ƻƴŎŜǊƴƛƴƎ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ ²ƻǊƪŜǊǎΣέ solidified the 

definition for CHWs and their roles and responsibilities. The statute additionally creates the charge for the 

SIM Office to continue working with the CHW Advisory Committee and DPH to complete a feasibility study 

for certification of CHW by October 1, 2018. This study shall include requirements for certification and 

renewal of certification of community health workers, including any training, experience or continuing 

education requirements, (2) methods for administering a certification program, including a certification 

application, a standardized assessment of experience, knowledge and skills, and an electronic registry, 

and (3) requirements for recognizing training program curricula that are sufficient to satisfy the 

requirements of certification. 

Additionally, in May of 2016 the state enacted Public Act 16-77: άAn Act Concerning Patient Notices, 

Designation of a Health Information Technology Officer, Assets Purchased for the State-Wide Health 

Information Exchange and Membership of the State Health Information Technology Advisory Council.έ 

This act makes various changes to requirements for health information technology, hospitals, health 

systems, and health carriers enacted in PA 15-146. Changes about the health information technology 

include (1) designation of a Health Information Technology Officer (HITO) by the Lieutenant Governor, (2) 

transfers various responsibilities from DSS Commissioner to the HITO; and (3) adds additional members 

to the state Health IT Advisory Council.  

Finally, a new Office of Health Strategy (OHS) was established in the 2017 legislative session to bring 

/ƻƴƴŜŎǘƛŎǳǘΩǎ ƘŜŀƭǘƘŎŀǊŜ ǊŜŦƻǊƳ ǿƻǊƪ ǳƴŘŜǊ ƻƴŜ ǳƳōǊŜƭƭŀ.  OHS will better align planning efforts, avoid 

duplication of work, streamline efforts to improve healthcare access and reduce costs over the long term, 
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and enable the use of data to drive health strategy. More information is located in the section, 

ά{ǳǎǘŀƛƴŀōƛƭƛǘȅ tƭŀƴΦέ 

The SIM PMO, through the OHS, plans on examining potential legislative options for AY3 that may include:  

¶ Value based insurance design 

¶ Regulatory approaches to address unit cost inflation 

¶ Pharmacy costs (as part of Healthcare Cabinet process)  

¶ Enablers of primary care payment reform, including options for increasing the magnitude of 

investments in primary care 

¶ Community benefits 

¶ Telehealth 

These issue areas will be examined over the coming weeks and months with a broad set of stakeholders.  

c. Stakeholder Engagement  

Our governance and work group structure, described in the previous section, is one of the primary 

methods for engaging and empowering a broad array of stakeholders and formalizes stakeholder 

involvement across a variety of interests. SIM is engaging more than 150 stakeholders through our 

advisory groups alone. 

/¢Ωǎ {La continues to ensure transparency and the availability of information throughout the test period. 

The state maintains its website dedicated to disbursing information about SIM work group meetings, and 

other critical news. Meetings will continue to be public, with a public comment period designated at the 

beginning. A dedicated email address (sim@ct.gov) is also available and staffed to ensure a consistent 

feedback avenue.   

Other engagement methods include a SIM News electronic distribution strategy, monthly work stream 

updates, conferences, forums, learning collaboratives, dissemination of information tailored to specific 

stakeholders (e.g., reports, data, etc.), and presentations. 

Refer to our SIM Stakeholder Engagement Plan for more information on our engagement plans. The 

following table outlines the main engagement methods we aim to utilize during the testing phase. 

Stakeholders engaged through SIM have been a critical part of healthcare reform efforts in the state. As 

we fully ramp up the implementation phase of SIM, stakeholder engagement will continue for initiatives 

such as PCMH+ to ensure continued input and support from the consumer and provider communities. 

The continuous input of our stakeholders will mitigate the risk of additional delays. 

 

 

 

 

 

http://healthreform.ct.gov/ohri/site/default.asp)
mailto:sim@ct.gov
http://www.healthreform.ct.gov/ohri/lib/ohri/sim/test_grant_documents/ct_sim_stakeholder_plan_04032015.pdf
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EXHIBIT 5: STAKEHOLDER ENGAGEMENT METHODS DURING THE MODEL TEST 

Stakeholder Engagement Method 

Inform Consult & Involve Engage & Empower 

Government 

Stakeholders CT SIM website MOAs, Core Team Internal Core Team meetings 

with the PMO 

Public SIM meetings: 

 

¶ Steering Committee 

¶ Health Information Tech 

Council 

¶ Practice Transformation 

Task Force 

¶ Consumer Advisory Board 

¶ Quality Council 

¶ Equity and Access Council 

¶ Population Health Council 

¶ Healthcare Cabinet (HCC) 

¶ CHW Committee 

¶ VBID Consortium 

¶ MAPOC 

¶ MAPOC ς Care 

Management Committee 

 

Community 

and 

Consumer 

Stakeholders, 

Employers 

¶ Community 

Presentations 

¶ Disseminate quality 

and cost information 

¶ CT SIM website 

¶ Q & As via sim@ct.gov 

¶ Care Experience 

¶ Survey Public 

Comment 

¶ Consumer Advisory 

Board 

¶ Annual Employer 

Conference 

¶ VBID 

Collaborative 

Payers CT SIM website Email correspondence Individual and group meetings 

Providers 
¶ CT SIM website 

¶ Reports about 

quality and cost 

¶ AMH curriculum 

¶ CCIP TA 

¶ Provider Survey & 

¶ Q & As via sim@ct.gov 

¶ Forums 

¶ CHW annual conference 

¶ Public Comment 

¶ AMH 

¶ CCIP 

¶ Learning Collaboratives, 
including for PCMH+ 

¶ Targeted Technical 

Assistance 

  

mailto:sim@ct.gov
mailto:sim@ct.gov
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2. Health Care Delivery System Transformation Plan  

a. Care Delivery Models and Payment Models 

Connecticut SIM has launched two programs to provide technical assistance, on-site support, and direct 

funding to assist healthcare providers in mastering these capabilities:  

1. Community and Clinical Integration Program (CCIP): Provides 15 months of technical assistance, 

learning collaborative support and CCIP Transformation Awards so that Advanced Networks and 

FQHCs achieve SIM-developed care delivery standards. These standards focus on comprehensive 

care management, health equity, and behavioral health integration. Community Health 

Collaboratives will bring together clinical and community stakeholders to develop consensus 

protocols for coordinated care and community linkages. 

2. Advanced Medical Home Program (AMH): Provides a guided program with webinars and on-site 

support to practices that do not have patient-centered medical home status to achieve NCQA 

PCMH recognition.  

We recognize the barriers that historic provider reimbursement models place on the ability of healthcare 

providers and organizations to invest in and sustain these care delivery model capabilities. Consequently, 

a core strategy Connecticut has adopted is to shift from paying for volume όάŦŜŜ ŦƻǊ ǎŜǊǾƛŎŜέύ ǘƻ ǇŀȅƛƴƎ ŦƻǊ 

value. Value-based payment rewards provision of care that is higher-quality and lower-cost. We align our 

care delivery support programs with these alternative payment models. We do this primarily by targeting 

ƻǳǊ ǎǳǇǇƻǊǘǎ ǘƻ ά!ŘǾŀƴŎŜŘ bŜǘǿƻǊƪǎΣέ which are 

independent practice associations, large medical 

groups, clinically integrated networks, and integrated 

delivery system organizations that have entered into 

Shared Savings Program (SSP) arrangements with at 

least one payer. These providers have strong incentives 

to perform well on quality measures and improve the 

overall efficiency and effectiveness of patient care 

processes. 

Connecticut has approximately 18 accountable care organizations (also called Advanced Networks), who 

participate in ά/ŀǘŜƎƻǊȅ оέ SSP arrangements with Medicare and/or commercial payer(s). In the past two 

years, considerable market consolidation has resulted in an estimated 85% of /¢Ωǎ PCPs employed by or 

affiliated with a provider organization that is participating in at least one SSP contract, and this percentage 

is growing. This is up from an estimated 60-65% during our first award year.  

As part of SIM, the Department of Social Services (DSS) has launched the Medicaid PCMH+ SSP initiative. 

¢Ƙƛǎ ƴŜǿ ƳƻŘŜƭ ōǳƛƭŘǎ ƻƴ ǘƘŜ ŘŜǇŀǊǘƳŜƴǘΩǎ Ǉŀȅ-for-performance PCMH initiative that has accelerated the 

advancement of primary care in Connecticut and has contributed to gains in quality performance and 

reductions in total cost of care.  

We intend to implement this aligned strategy in three waves, two of which will occur during the test grant. 

The first wave of PCMH+, CCIP technical assistance and transformation awards launched on 1/1/2017. 

Over the course of five years, our goal is that 89% of Medicaid members receive their care from PCMH+ 

Care Delivery 
Transformation 

Value-Based 
Payment 
Reform
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providers. We also aim to have more than 1,300 providers in 12 Advanced Networks and 15 FQHCs (CCIP); 

and 151 primary care practices (AMH) undergo a transformation program to improve care delivery. 

137,037 (18%) of Connecticut Medicaid members are currently being served in a Category 3A Alternative 

Payment Model (APM) under PCMH+.  Additionally, Connecticut Medicaid is serving 146,510 (19%) of 

Connecticut Medicaid members in a Category 2C APM through non-FQHC primary care practices under 

the PCMH program. This brings us to a total of 283,547 (37%) of Connecticut Medicaid members currently 

being served in an APM. 

Strengthening Healthcare Delivery 

Both the CCIP and AMH program aim to provide the necessary resources and supports to healthcare 

providers so that they can enter and succeed in new alternative payment models, including PCMH+.  

CCIP 

CCIP supports accountable healthcare organizations transform care at the network, or organizational, 

level. This means that we work with the healthcare organization leadership and quality improvement staff 

to help them disseminate best practices and reduce variation in performance across their practice sites.  

The program is structured around a set of SIM-developed CCIP standards recommended by the Practice 

¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ ¢ŀǎƪŦƻǊŎŜΦ ¢ƘŜǎŜ ǎǘŀƴŘŀǊŘǎ ŀƭƛƎƴ ǿƛǘƘ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ /ƻƴƴŜŎǘƛŎǳǘΩǎ 

healthcare landscape and the SIM aims, with focus on: 

1. Comprehensive care management: Identifying and managing the care of individuals with 

complex health care needs, including using multi-disciplinary comprehensive care teams. 

2. Health equity improvement: Continuous health equity gap improvement through data analysis, 

deploying Community Health Workers (CHWs), and targeted health equity pilots. 

3. Behavioral health integration: Identifying individuals with unmet behavioral health needs in the 

primary care setting and addressing the need. 

4. E-Consults: Electronically consulting a specialist prior to referring them for a non-urgent care 

visit. 

5. Comprehensive Medication Management: Deploying a comprehensive personalized medication 

management plan, supported by close collaboration between pharmacists and physicians. 

6. Oral Health Integration: Routinely perform oral health assessments with recommendations for 

prevention, treatment and referral to a dental home. 

CCIP Participating Entities receive technical assistance, resources, and guidance from SIM-funded subject-

matter experts. They will also participate in a learning collaborative to support peer-based learning.  

Additionally, they are eligible to apply for CCIP Transformation Awards to support their achievement of 

the standards. Proposed allowable costs may include:  

¶ Redesigning internal clinical workflows and staff training to implement new workflows 

¶ Contractors or staff to facilitate and support meeting CCIP standards  

¶ Temporary funding for additional employed or contracted staff, such as CHWs.  

¶ Sub-contracts to support new clinical processes. 
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¶ Health information technology and analytics to support the use of electronic clinical quality 

measures, health risk stratification, predictive modeling, data sharing, care management, 

decision-supports, sub- population performance analysis, and other. 

¶ Costs associated with the tracking and analysis of measures outside of the PCMH+ measure set. 

To align CCIP with our value-based payment efforts, only Advanced Networks and FQHCs that participate 

in PCMH+. We have excluded providers already receiving transformation support (i.e., through TCPI PTN). 

In AY2, we intend to extend CCIP technical assistance and awards to TCPI participants for CCIP standards 

that are not covered under TCPI including the health equity standard and elements pertaining to CHW 

integration. The combined effect of the PCMH+ required elements and the CCIP standards is to 

strengthen the capabilities of our increasingly accountable provider community with an emphasis on care 

coordination, team-based care, health equity, social determinant risks, community integration, 

community health worker supports, behavioral health integration, and the care of special populations. 

Although PCMH+ targets the Medicaid population, CCIP is aimed at increasing the health outcomes at 

lower costs for Medicare, Medicaid, and commercial plan enrollees. Both of the Advanced Networks that 

participate in CCIP also have SSP contracts with commercial payers and Medicare. 

Wave 1 of both PCMH+ and CCIP launched on 1/1/2017. Two Advanced Networks and one Federally 

Qualified Health Center are currently enrolled in CCIP. These include Community Health Center Inc. which 

has 14 locations across the state; Northeast Medical Group which represents over 40 primary care 

locations across Southern CT, and Value Care Alliance made up of the Norwalk, Danbury, New Milford, 

Middlesex, and DǊƛŦŦƛƴ IƻǎǇƛǘŀƭǎΣ ŀƴŘ {ǘΦ ±ƛƴŎŜƴǘΩǎ aŜŘƛŎŀƭ /ŜƴǘŜǊΦ 

Over the course of the first performance period for Wave 1, the experience of Participating Entities is 

actively being reviewed and the standards may be adjusted. For the Wave 2 PCMH+ procurement, 

achievement of the CCIP standards, as revised, will be a condition for all PCMH+ Participating Entities, 

including those entities that were exempt during the first wave. 

In order to align CCIP with our population health efforts, Participating Entities and other clinical and 

community providers in a specified region, are participating in Community Health Collaboratives. These 

collaboratives will develop standardize protocols for linking community resources with clinical service 

providers to facilitate more efficient coordination. 

More comprehensive information on CCIP can be found in the CCIP Report, and on our website.  

AMH 

The AMH program aims to increase the number of primary care practice sites within Advanced Networks 

that achieve patient-centered medical home recognition through NCQA. Although many practices have 

pursued practice advancement, only about 900 primary care physicians in CT have achieved or maintained 

NCQA 2011 medical home standards. We are providing on-site guided support over a 15 month period to 

help practice sites transform their care and apply for NCQA recognition. 

The NCQA patient-centered medical home standards focus on patient-centered access, team-based care, 

population health management, care management and support, care coordination and care transitions, 

and performance measurement and quality improvement. The Practice Transformation Task Force 

recommended specific emphasis on some of the elements within these standards to underscore health 

http://www.healthreform.ct.gov/ohri/lib/ohri/work_groups/practice_transformation/ccip_standards/ccip_report_4-13-16_draft_5_14.pdf
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2741&q=335990
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equity and patient-centered care. The AMH program also brings in subject-matter experts who focus on 

the patient and care team satisfaction. For a full list of AMH standards, criteria, and elements, click here.  

Since the PCMH+ program currently has a prerequisite that a practice has to be a recognized patient-

centered medical home to be eligible for shared savings, the AMH program increases the number of 

practices that can enroll in PCMH+. The PMO has recruited a total of 153 practices. To date, 63 practices 

have already received NCQA Level 2 or 3 PCMH recognition. The rest continue to receive transformation 

services.  

Due to declining enrollment, the AMH Program will complete the technical assistance process with those 

practices enrolled during Award Year 2, but will not recruit additional practices. Resources allocated for 

the AMH Program to support other care delivery and population health reform efforts. This includes 

supporting the Health Enhancement Community initiative planning efforts, and expanding direct support 

to FQHCs in the Community & Clinical Integration Program.   

Practice Transformation Coordination Efforts 

We coordinate our efforts with other practice transformation investments occurring in Connecticut. For 

instance, three entities1 in the state were selected to be Practice Transformation Networks (PTNs) as part 

of the CMS Transforming Clinical Practice Imitative (TCPI).  The SIM PMO has corresponded both with CMS 

and the PTNs to develop protocols to reduce practice change fatigue and duplication. For example, PTN 

participating practices are ineligible to participate in duplicative CCIP technical assistance activities. 

We also coordinate with the DSS PCMH program, which provides enhanced rates and free, multi-

disciplinary practice transformation support to primary care practices that are working towards or have 

achieved patient-centered medical home recognition. The AMH vendor works with PCMH staff to ensure 

that AMH participants can also apply to receive enhanced rates.  

Promoting Value-Based Payment Models 

Our SIM program continues to promote multi-payer alignment around a common framework for value-

based payment. That framework is the Medicare Shared Savings Program (MSSP). /¢Ωǎ ŦƛǾŜ ƭŀǊƎŜǎǘ ƘŜŀƭǘƘ 

plans, Medicaid, and the state employee health plan are implementing value- based payment 

arrangements through shared savings programs (SSP) for providers with sufficient scale and capabilities 

that are broadly aligned with Medicare SSP. To illustrate, Anthem has arrangements with more than 

fifteen Advanced Networks that cover more than 85% of their contracted primary care physicians. 

Maintaining engagement with payers like Anthem will continue to catalyze a broad foundation of primary 

care practices in Connecticut to adopt patient-centered and value-based care models. In addition, aligning 

with Medicare, and across payers is critical to reduce the fragmentation consumers and providers 

currently experience. This is especially important as it relates to the work of the Quality Council on quality 

measure alignment, which is critical to improving efficiency, more effectively driving improvement, and 

reducing the burden of SSP participation on providers. 

We have set a goal of 88% of the Connecticut population obtaining their care from a primary care team 

that is accountable for the quality of their care, care experience and total cost by 2020. In order to achieve 

                                                           
1 Community Health Center Association of CT (CHCACT) PTN, Southern New England PTN, and Vizient PTN 

http://www.healthreform.ct.gov/ohri/lib/ohri/work_groups/practice_transformation/2015-02-17/presentation_pttf_amh_standards_02172015_final.pdf
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this goal, it is necessary to support Medicaid participation in these reforms recognizing that Medicaid 

covers approximately 21% of the Connecticut population.  

Person Centered Medical Home + Program (PCMH+) Overview 

5{{Σ /ƻƴƴŜŎǘƛŎǳǘΩǎ ǎƛƴƎƭŜ ǎǘŀǘŜ aŜŘƛŎŀƛŘ ŀƎŜƴŎȅΣ Ƙŀǎ ǳǎŜŘ {La ŦǳƴŘƛƴƎ ŀƴŘ ǎǘŀǘŜ ǊŜǎƻǳǊŎŜǎ ǘƻ ŜǎǘŀōƭƛǎƘ ŀƴ 

upside-only shared savings initiative entitled PCMH+. 5{{Ω Ǝƻŀƭ ǿƛǘƘ t/aIҌ ƛǎ ǘƻ ōǳƛƭŘ ǳǇƻƴ ƛǘǎ ŜȄƛǎǘƛƴƎΣ 

successful Person Centered Medical Home (PCMH) and Intensive Care Management (ICM) initiatives to 

further improve health and satisfaction outcomes for individuals currently being served by FQHCs and 

Advanced Networks (e.g., ACOs), both of which have historically provided a significant amount of primary 

care to Medicaid members.  

PCMH+ was developed and is being implemented by DSS with advice and comment by the Care 

Management Committee (the Committee) of the Medical Assistance Program Oversight Council (MAPOC), 

in a manner that is consistent with the best interests of Medicaid enrollees, and in accordance with the 

protocol between DSS and the SIM PMO. 

PCMH+ amplifies the important work of the Connecticut Medicaid PCMH initiative. Currently, 111 

practices (affiliated with 470 sites and 1,655 providers) are participating in the PCMH program, serving 

over 358,690 members (47% of Medicaid members). /ƻƴƴŜŎǘƛŎǳǘΩǎ Medicaid PCMH model represents 

strong roots for PCMH+.  PCMH practices have adopted practices and procedures designed to enable 

access to care; developed limited, embedded care coordination capacity; become attuned to use of data 

to inform responses to their panel members; and also have become attentive to working within a quality 

framework. Further, they have demonstrated year over year improvement on a range of quality measures 

and have received high scores on such elements as overall member satisfaction, access to care, and 

courtesy and respect.  See this link for a detailed report on CY2015 quality results: 

https://www.cga.ct.gov/med/committees/med1/2017/0913/20170913ATTACH_PCMH%20Update.pdf   

Notwithstanding, there remain a number of areas in the quality results that illustrate ongoing 

opportunities for improvement.  These have informed both the care coordination approach and quality 

measure framework for PCMH+. 

PCMH+ has also enabled DSS to begin migrating its federated, Administrative Services Organization-based 

ICM interventions to more locally based care coordination.  While the ASO ICM will continue to wrap 

around PCMH+ efforts in support of individuals with highly specialized needs (e.g. transplant, transgender 

ǎǳǇǇƻǊǘǎύΣ t/aIҌ ǳƴŘŜǊǎŎƻǊŜǎ 5{{Ω ŎƻƳƳƛǘƳŜƴǘ ǘƻ ǇǊƻǾƛŘŜ ǇǊŀŎǘƛŎŜ ŎƻŀŎƘƛƴƎ ŀƴŘ ŦǳƴŘƛƴƎ ǎǳǇǇƻǊǘǎ ǘƻ 

local entities that have the experience and trust basis to effectively serve their communities. 

PCMH+ has also been aligned with the SIM CCIP, and the CMMI TCPI in which the Community Health 

Center Association of Connecticut is participating as a PTN.  DSS, the SIM PMO and CHCACT have 

collaborated to create materials that define, relate and distinguish these complementary strands of work. 

Please see the link below for more detail: 

https://www.cga.ct.gov/med/committees/med1/2017/0614/20170614ATTACH_Overview%20of%20Pra

ctice%20Transformation%20Supports%20for%20Providers%20-%20updated%20June%202017.pdf  

https://www.cga.ct.gov/med/committees/med1/2017/0913/20170913ATTACH_PCMH%20Update.pdf
https://www.cga.ct.gov/med/committees/med1/2017/0614/20170614ATTACH_Overview%20of%20Practice%20Transformation%20Supports%20for%20Providers%20-%20updated%20June%202017.pdf
https://www.cga.ct.gov/med/committees/med1/2017/0614/20170614ATTACH_Overview%20of%20Practice%20Transformation%20Supports%20for%20Providers%20-%20updated%20June%202017.pdf
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Finally, PCMH+ represents the first ever Connecticut Medicaid use of an upside-only approach.  This has 

brought DSS along the curve of value-based payment approaches, which up until this year have focused 

exclusively on Category 2C APM rewards for performance. 

All elements of PCMH+ model design have been, and as they are refined and revised will be, reviewed 

through an intensive stakeholder engagement and design process that is described below. This process 

informed implementation of Wave I, and will continue through implementation of Wave II. 

DSS selected seven FQHCs and two advanced networks via a Request for Proposals as the inaugural cohort 

of PCMH+ Participating Entities for Wave I. The Wave I performance year launched January 1, 2017, 

focused upon support of 137,037 attributed Medicaid members.  Only a small number of individuals opted 

out of participation in the time period between receipt of member notice and January 1.  Over an 18-

month period starting in 2016, DSS worked with CMS and CMMI to obtain approval of state plan 

amendment (SPA) authority for the PCMH+ program. Through use of a collaborative, advance advisory 

process, approval of the SPA was timely received.  DSS also timely settled contracts with all nine PEs.  All 

of these aspects directly mitigated risks (e.g. lack of uptake by providers in the procurement process, 

substantial opt-outs of members, lack of timely SPA approval, lack of timely contract settlement) that 

were identified in the early phases of model design. 

Under the above SPA authority, PCMH+ Wave 1 PEs are receiving Medicaid-funded care coordination 

payments (FQHCs  only) and, on the condition that they meet benchmarks on identified quality measures 

(including measures of under-service), will also receive a portion of any savings that are achieved (FQHCs 

and Advanced Networks).  

In light of lengthy delays in enactment of ConnectƛŎǳǘΩǎ ōƛŜƴƴƛŀƭ ōǳŘƎŜǘ όWǳƭȅ мΣ нлмт ς June 30, 2019), DSS 

extended the Wave 1 contracts by three months through March 31, 2018 to give assurances and 

continuity to the current PEs.  Very recent confirmation of budget figures in support of the state 

investment in PCMH+ care coordination payments has now enabled DSS to model Wave II and a specific 

recommendation around the timing and extent of Wave II is pending review of executive leadership.  

Program Design Process 

At the inception of the process of designing PCMH+, DSS worked with the Committee and the SIM PMO 

to develop and finalize ŀ t/aIҌ άǇǊƛƳŜǊέ ŘƻŎǳƳŜƴǘ ǘƘŀǘ ƛƴǘǊƻŘǳŎŜŘ ǘƘŜ ǇǊŜƳƛǎŜ ŦƻǊ ƳƻŘŜƭ ŘŜǎƛƎƴΣ ŀǎ 

well as outlining the various aspects of model design that would be reviewed. DSS also worked with the 

Committee and the SIM PMO to articulate a protocol for interaction with, as well as review and comment 

by, SIM-affiliated councils. 

DSS and its contractor Mercer Consulting then articulated a set of values that would inform decision-

making and act as a litmus test for supporting the rights and interests of Medicaid members throughout 

model design. 

Care Coordination Principles  

Informed by advice and comment from the Committee, DSS selected care coordination elements with the 

goal of building on existing standards for FQHCs established by the Health Resource and Standards 
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Administration (HRSA), as well as PCMH Standards for ambulatory entities established by the NCQA and 

The Joint Commission (TJC).  

Quality Measure Principles  

Informed by advice and comment from the Committee, DSS selected quality measures with a lens toward: 

ω leveraging the current DSS PCMH reporting 

ω measures that are primarily claims based 

ω measures that are nationally recognized 

ω measures that use common CPT and HCPCS billing codes 

ω measures that do not have extended look-back periods 

ω measures that are relevant to Medicaid population: 

ω ŀŘǾŀƴŎŜ 5{{Ω ŜƳǇƘŀǎƛǎ ƻƴ ǇǊŜǾŜƴǘŀǘƛǾŜ ŀƴŘ ǇǊƛƳŀǊȅ ŎŀǊŜ 

ω focus on conditions that are highly prevalent in Medicaid populations 

ω measures recommended by the SIM Quality Council, where aligned with PCMH+ goals 

ω measures that support identification and elimination of under-service 

Shared Savings Model Principles  

Informed by advice and comment from the Committee, DSS designed its shared savings approach 

consistent with these values: 

¶ Only participating entities that meet identified benchmarks on quality standards and measures of 

under-service will be eligible to participate in shared savings 

¶ Quality improvement (not just absolute quality ranking) will factor into the calculation of shared 

savings 

¶ Higher quality scores will allow a Participating Entity to receive more shared savings 

¶ Participating Entities that demonstrate losses will not be required to share in losses 

¶ Participating Entities will be benchmarked for quality and cost against a comparison group devised 

from in-State, non-participating Entities as well as national benchmarks 

Over 2017, DSS has continued to work in conjunction with Mercer Consulting and with advice and 

comment by the Committee to refine PCMH+ model design features and accountability features.  At 

regularly scheduled monthly meetings of the Committee and also via webinar, DSS and Mercer presented 

material at and supported discussion on topics including the PCMH+ under-service strategies and a PE 

clinical compliance review process and schedule. 

All of the work of the Committee is inventoried at this link: 

https://www.cga.ct.gov/med/comm1.asp?sYear=2017  

DSS also continued to participate in the SIM PTTF Council, and presented PCMH+ material to the same.  

Further, both DSS and a number of the PEs have made direct presentations on PCMH+ progress to date 

to the SIM Steering Committee.  Finally, DSS and a number of the PEs made a direct presentation on 

PCMH+ progress to date to the full MAPOC, video of which is available at this link: 

http://www.ctn.state.ct.us/ctnplayer.asp?odID=14303 

https://www.cga.ct.gov/med/comm1.asp?sYear=2017
http://www.ctn.state.ct.us/ctnplayer.asp?odID=14303
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An example of a model design feature that has required review and consideration by DSS is the initial rules 

and process around loss of Medicaid eligibility of attributed members.  In light of substantial eligibility 

άŎƘǳǊƴέΣ 5{{ Ƙŀǎ ŜǉǳƛǇǇŜŘ ǘƘŜ t9ǎ ǿƛǘƘ ǘƘŜƛǊ ŀǘǘǊƛōǳǘŜŘ ƳŜƳōŜǊǎΩ Ŝligibility redetermination dates, so 

that the PEs can help support timely responses.  Further, DSS is reexamining its procedure for restoration 

of individuals who regain eligibility to PCMH+ participation. 

An example of an accountability feature that was developed this year is an onsite clinical compliance 

review process that was conducted in August, 2017 by DSS and Mercer.  An overview of findings, as well 

as detailed reports on each PE, is available at this link: 

http://portal.ct.gov/DSS/Health-And-Home-Care/PCMH-Plus/Documents  

CǳǊǘƘŜǊΣ ŀƭƭ ƻŦ ǘƘŜ t9ǎΩ ŎƻƳǇƭƛŀƴŎŜ ǊŜǇƻǊǘǎΣ ŀǎ ǿŜƭƭ ŀǎ ƻǘƘŜǊ ǳƴŘŜǊ-service reports, are being posted on 

that same dedicated DSS web page. 

Overview of Model Design  

Timing and Means of Assigning Members 

DSS used its existing PCMH attribution model to identify where members sought care in the twelve 

months preceding launch of PCMH+, and to prospectively assign members to those practices in Wave I. 

The same process will be undertaken for Wave II. Members continue to have the right to seek care from 

any Medicaid provider, and have the right to opt out of PCMH+.  As noted above, DSS documented only a 

small number of opt-outs prior to launch of Wave 1, and a handful over the course of the year.  

Notwithstanding the small numbers, DSS is continuing to carefully track any and all opt-out activity 

through a contractor and to respond and investigate any instance of the same. 

Care Coordination/Quality Management Elements 

The current PCMH+ care coordination elements focus upon the following: 

¶ Behavioral and physical health integration: 

o Care coordinator training and experience 

o Use of screening tools 

o Use of psychiatric advance directives 

o Use of Wellness Recovery Action Plans (WRAPs) 

¶ Culturally competent services 

o Training 

o Expansion of the current use of CAHPS to include the Cultural Competency Item Set 

o Incorporation of the National Standards for Culturally and Linguistically Appropriate 

Services (CLAS) standards 

¶ Care coordinator availability and education 

¶ Supports for children and youth with special health care needs 

o Advance care planning discussions and use of advance directives 

o Incorporation of school-related information in the health assessment and health record 

(e.g. existence of IEP or 504) 

¶ Competence in providing services to individuals with disabilities 

http://portal.ct.gov/DSS/Health-And-Home-Care/PCMH-Plus/Documents
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o Assessment of individual preferences and need for accommodation 

o Training in disability competence 

o Accessible equipment and communication strategies 

o Resource connections with community-based entities 

¶ Provider report cards 

Quality Measures 

Click the following link for the PCMH+ quality measures: 

http://www.ct.gov/dss/lib/dss/pdfs/ratesetting/pcmhplus/pcmh_quality_measure_list.pdf  

Strategies to Prevent and Address Under-Service  

PCMH+ includes a multi-pronged framework, developed in collaboration with the Committee, for 

monitoring potential under-service to members. These aspects of model design have been extensively 

discussed and refined throughout the demonstration, and include the following prongs: 

ω Preventative and Access to Care Measures ς 22 of the proposed PCMH+ quality measures track 

preventative care rates and monitor appropriate clinical care for specific health conditions 

ω Member Surveys ς use of the CAHPS PCMH survey and consideration of the use of the CAHPS 

Cultural Competency Supplemental Item Set 

ω Member Education and Grievance Process ς specific, affirmative education for members on 

PCMH+ as well as their grievance and appeal rights 

ω Secret Shopper ς ŜȄǇŀƴǎƛƻƴ ƻŦ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ ŎǳǊǊent secret shopper approach to gauge 

access to care as well as experience in seeking care 

ω Elements of Shared Savings Model Design ς various elements of the shared savings model for 

PCMH+ (e.g. use of a savings cap, upside-only approach, high cost claims truncation, and 

concurrent risk adjustment claims methodology) were selected with a lens toward protecting 

member rights 

Please see this link for more detail: 

https://www.cga.ct.gov/med/committees/med1/2017/0223/20170223ATTACH_PCMH%20Plus%20Und

erservice%20Strategy%20Summary%20.pdf  

 

Provider Qualifications 

Key features of qualifications for PCMH+ Wave I and Wave II Participating Entities include the following: 

ω Participating Entities must have a minimum of 2,500 attributed Medicaid members 

ω Participating Entities must be enrolled as Medicaid providers 

ω Participating entities can be: 

ω A FQHC, or 

ω An "advanced network", defined as: 

ω A single DSS PCMH program participant 

ω A DSS PCMH program participant plus specialists 

ω A DSS PCMH program participant plus specialists and hospital(s) or 

http://www.ct.gov/dss/lib/dss/pdfs/ratesetting/pcmhplus/pcmh_quality_measure_list.pdf
https://www.cga.ct.gov/med/committees/med1/2017/0223/20170223ATTACH_PCMH%20Plus%20Underservice%20Strategy%20Summary%20.pdf
https://www.cga.ct.gov/med/committees/med1/2017/0223/20170223ATTACH_PCMH%20Plus%20Underservice%20Strategy%20Summary%20.pdf
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ω A Medicare ACO 

During the design phase, DSS also sought review and comment on proposed features of leadership and 

advisory structure (with a particular emphasis on consumer representation), as well as requirements for 

connections with a range of community providers. 

In their responses to the PCMH+ procurement, Wave I respondents were asked to provide information 

regarding their commitment, experience and capacity to serve Medicaid members; ability to meet 

identified standards for clinical and community integration; and capacity to effectively oversee quality 

measurement functions. DSS anticipates that similar credentials will be used for Wave II.  

Shared Savings Model 

The PCMH+ shared savings methodology creates a hybrid savings pool consisting of: 

ω an individual savings pool (where savings are pooled separately and accessible individually for 

each Participating Entity); and 

ω a secondary savings pool that aggregates all savings not realized individually due to failing to 

meet identified benchmarks on quality standards and measures of under-service. Information on 

how the savings pool will be calculated and distributed can be found here.  

Important features of the proposed shared savings methodology include the following: 

ω Calculation of shared savings for a Participating Entity will be separate for each entity and will be 

based on quality measurement thresholds and scores, including measures of under-service. 

ω Quality measures used to determine savings distribution in the first performance year will be 

limited to claims-based measures that are currently being reported. 

PCMH+ Participation Goals 

The goal is that 89% of Medicaid members receive their care from PCMH+ Participating Entities by 2020. 

Provider participation targets can be found in Appendix C. 

b. Quality Measure Alignment 

Quality measures play an indispensable role within SSPs and other value-based payment models. As 

multiple payers increasingly use value-based contracts to pay healthcare organizations, the number of 

quality measures that providers have to track across their contracts has become overly burdensome. To 

address this lack of alignment, the SIM Quality Council has recommended a core quality measure set and 

has released the Report of the Quality Council on a Multi-Payer Quality Measure Set for Improving 

/ƻƴƴŜŎǘƛŎǳǘΩǎ IŜŀƭǘƘŎŀǊŜ vǳŀƭƛǘȅ.  This report displays contains the core set, describes the process for 

selecting the core measure set, guiding principles, and the alignment process. Connecticut views such a 

measure set as a key enabler of the shift to more comprehensive, person-centered, and accountable care 

and a means to drive continuous quality improvement. 

The SIM core measure set is intended to: 

ω Support continuous quality improvement by focusing health care providers on a single set of 

measures that are recognized by all payers; and 

http://www.biznet.ct.gov/SCP_Documents/Bids/45169/W2_and_Add1.pdf
http://www.healthreform.ct.gov/ohri/lib/ohri/work_groups/quality/report/qc_report_11102016_final.pdf
http://www.healthreform.ct.gov/ohri/lib/ohri/work_groups/quality/report/qc_report_11102016_final.pdf
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ω Reduce provider and payer burden, cost, and inefficiency. 

Promoting Multi-Payer Alignment 

The SIM PMO is working with all payers in Connecticut so that they voluntarily align around the 

recommended measures in their value-based payment contracts. The State encourages public and private 

payers to consider adopting recommended measures in one of two ways: (1) as part of a standard measure 

set for all value-based payment contracts or (2) as part of a suite of measures that are included in value-

based payment contracts when there is an opportunity for performance improvement. The State 

recognizes that there are measures in the core set that may not be applicable to all plans or all providers. 

Payers are encouraged to use the measure set as a reference when negotiating or re-negotiating value-

based payment contracts.  

An initial baseline scan was completed and it was determined that there was 35% alignment across private 

and public payers. This year, in collaboration with the University of Connecticut Evaluation team, a survey 

is being conducted to assess quality measure alignment progress. The survey asks payers to identify the 

measures in the core set that are included in their value based payment contracts.  The results will allow 

us to track progress and whether current engagement efforts with payers are sufficient.  

Barriers to Alignment 

The major challenge that remains as a roadblock to achieving optimal alignment is the voluntary nature 

of participation from payers. Most of the participants will provide information that is requested, however 

due to proprietary limitations with regard to business practices for contracts there remains gaps in 

reporting. The mitigation strategy for this is for the SIM PMO to continue to cultivate relationships with 

the payer participants and to ensure that commercially sensitive information provided to our evaluators 

is reported publicly and to the state in aggregate.  Additionally the SIM PMO will encourage and create 

spaces for participation in quality measure improvement activities outside of formal committee 

participation. 

Additionally, payers do not have the technological capability to incorporate some of the recommended 

quality measures. This is true particularly for the eCQMs and Health Equity Quality Measures. Initial 

alignment efforts focused on the quality measures that can be calculated using claims or other 

administrative Řŀǘŀ όǊŜŦŜǊǊŜŘ ǘƻ ƛƴ ǘƘƛǎ ǊŜǇƻǊǘ ŀǎ άŎƭŀƛƳǎ-ōŀǎŜŘ ƳŜŀǎǳǊŜǎέύΦ IƻǿŜǾŜǊΣ ǘƘŜ ŦƻŎǳǎ ŦƻǊ ǘƘŜ 

upcoming year is for the HIT solution, described in Section 2.d Health Information Technology, to provide 

the capability for payers to incorporate the entire set.  

Consumer Experience Survey Quality Measures 

The most important means to improve consumer experience is to measure care experience, publish 

results, and link results to payment. The PMO invited health plans to consider including consumer 

experience measures in their value-based payment contracts once they have been provided with 

acceptable provider performance and statewide benchmark information. 

To support this request, the PMO is contracting with a vendor to administer the PCMH CAHPS at the level 

of the Advanced Network. A PCMH CAHPS that is the same as or similar to that the one implemented on 

behalf of commercial payers will be deployed for the Medicaid population.   

The goals of collecting CAHPS survey data include providing data that will be used by: 
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a. Health plans to assess and reward consumer experience performance under SSP contracts; 

b. SIM evaluators to assess the impact of SIM reforms on care experience; and 

c. SIM for producing a public scorecard displaying the performance of each Advanced Network. 

Anthem, United Healthcare, and Medicaid agreed to participate in the PCMH CAHPS surveys. The 

Medicaid survey was completed in September. The first of the commercial surveys is expected to be 

completed by December 2017.  A meeting has been scheduled with leadership at Medicaid to gather input 

on the metrics to inform value based payment using a single composite indicator and to ensure this data 

can be used while being consistent with previous practice. 

The survey has garnered a robust sample of both Medicaid and commercially insured individuals, and 

Medicare data has been requested from CMS to have a complete assessment of the care experience in 

CT. A contributing factor in the delaying of deployment of the survey was due to having to refine the 

process for obtaining clean data records for commercially covered lives.  Having this process in place will 

allow for improved alignment with regards to conducting the surveys in a timelier manner for subsequent 

years.  Additionally, the SIM PMO hopes to increase payer participation beyond the three that were 

included in this past survey. 

We intend to repeat these surveys annually, potentially to include additional payers. The resulting data 

will be provided to participating payers and considered for use in their value-based payment contracts. 

The results of the surveys will also be used to assess changes in consumer experience resulting from SIM 

care delivery and payment reforms. 

Maintaining Quality Measure Recommendation 

The Quality Council has undertaken a comprehensive strategy to review quality measures that have lost 

endorsement, are no longer applicable to the population of CT, and created a process to conduct 

environmental scans on an annual basis to ensure the capturing of emerging issues. In creating this 

structured process the Quality Council can be proactive in ensuring the maintenance of an optimal core 

measure set that is meaningful to all stakeholders. 

Quality Alignment work stream lead: Quality measure alignment and care experience work streams will 

be led by the SIM PMO, in collaboration with the SIM Evaluation Team. The SIM Quality Council will 

serve as an advisory body to this work stream. 

c. Plan for Improving Population Health  

Purpose of the Population Health Plan  

Connecticut is developing a plan to improve population health as part of the SIM health system 

transformation efforts over the four year performance period. The plan will reflect how to better 

coordinate state population health initiatives and health system transformation efforts and will align SIM 

ŀŎǘƛǾƛǘƛŜǎ ǿƛǘƘ /ƻƴƴŜŎǘƛŎǳǘΩǎ ŜȄƛǎǘƛƴƎ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘ ǇǊƛƻǊƛǘƛŜǎΦ !ǎ ƴŜǿ ƛƴƴƻǾŀǘƛǾŜ ǇŀȅƳŜƴǘ ŀƴŘ ǎŜǊǾƛŎŜ 

delivery models are being tested to reduce health care costs and enhance the quality of care, the role of 

public health and the social determinants of health must be integrated into any forthcoming solutions to 

impact health outcomes in Connecticut communities.  
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Since health disparities may result from limited access to resources and/or policies that promote 

unhealthy conditions and behaviors, it is clear that optimal health outcomes are determined by factors 

beyond the provision of health care alone. In addition to addressing improvement of health care quality 

and reduction of costs, the population health plan will propose mechanisms to address community-based 

factors and socio-economic determinants of health that impact individuals at home, schools, worksites 

and neighborhoods. The Population Health Plan will direct attention to prioritizing investments and 

commitments to community-wide upstream interventions, and to sustaining multi-sector collaboratives 

for health by developing a coordinated community and social service care model. 

The core initiatives being designed as part of the population health operational plan are the Prevention 

Service Initiative (PSI) and a related and more upstream strategy of Health Enhancement Communities 

(HEC). These initiatives will be supported by a system of population health indicators and community 

accountability metrics. The Population Health Plan will ensure that HECs are prepared to operate under 

an accountable structure, which may include managing backbone and wellness fund operations, fiscal and 

budget management, resource sharing agreements, and transparency mechanisms within the 

ŎƻƳƳǳƴƛǘȅΦ Lƴ ǘǳǊƴΣ ǘƘŜ t{L ǿƛƭƭ ŎƻƳǇƭŜƳŜƴǘ ǘƘŜ I9/Ωǎ ǊŜƎƛƻƴŀƭ ǎǘǊŀǘŜƎƛŜǎ ōȅ ǎǘǊŜƴƎǘƘŜƴƛƴƎ ƭƛƴƪŀƎŜǎ 

between health care providers and community based organizations for the delivery of community-based 

interventions.  

Lastly, the Population Health Plan will address sustainability concerns by exploring legislative 

opportunities, exploring establishing a framework for a HEC designation, and exploring financial support 

options through possible ǎǘŀǘŜ ŀƭƭƻŎŀǘƛƻƴǎΣ aŜŘƛŎŀǊŜ ǿŀƛǾŜǊǎ ƻǊ aŜŘƛŎŀƛŘ ŀǳǘƘƻǊƛǘȅΣ ǇŀȅŜǊǎΩ Ǝƭƻōŀƭ 

budgets, community benefits redirection, pooling of funds through braided mechanisms and/or the 

creation of trust wellness funds.  

Design and Implementation of a Health Enhancement Community Model 

Models of health improvement through community accountability are coming to the forefront as a 

promising strategy to improve health outcomes and address health related priorities, such as food 

insecurity or unstable housing. These models differ from state to state, but commonly include linkages of 

clinical and community services, strategies to address health and social needs, an accountability structure, 

and a financing strategy.  

!ƴ I9/ ƛǎ ŘŜŦƛƴŜŘ ŀǎ /ƻƴƴŜŎǘƛŎǳǘΩǎ ƳƻŘŜƭ ƻŦ ŎƻƳƳǳƴƛǘȅ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ŦƻǊ ǎǇŜŎific health outcomes, 

health equity, and cost reduction as it relates to all residents (total population) in a geographic area. HECs 

are expected to align public health and healthcare objectives by directly addressing root causes using data, 

community engagement and cross-sector activities with proven impact on population health. HECs will be 

designed to operate in an economic environment that sustainably funds and rewards cross sector 

activities by capturing the economic value of improved health. Sustainable HECs in combination with a 

successfully implemented PSI will constitute the Connecticut-specific model of community accountability 

for health outcomes and population health. 

The working HEC concept builds on examples of community collaboration in and outside the State, and 

on preliminary concepts detailed in the State Health Innovation Plan. The concept of an HEC model will 

be further developed as the Population Health planning team explores, through technical assistance and 

stakeholder engagement, the suitability of currently tested models of community health accountability. 

To understand the type of current activity and recommend a path forward for existing community health 
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collaboratives, the plan proposes to establish an information baseline for HEC planning. This information 

is gathered through environmental scans, meetings with accountable providers and community 

organizations, and surveys of active health collaboratives. The Population Health Plan also relies heavily 

on findings from the State Health Assessment, the recommendations from the Healthy Connecticut 2020 

and the Coordinated Chronic Disease Prevention and Health Promotion Plan. Consequently, the HEC 

model will place emphasis on improving health in areas with the highest disease burden, worst indicators 

of socioeconomic status, and pervasive health disparities.  

The Department of Public Health (DPH) and the SIM Project Management Office (PMO) have established 

a planning team to develop a guiding framework for HECs.  This includes assessing and leveraging 

community accountability strategies developed by other states and communities across the country. The 

planning team will obtain feedback from other SIM work streams on how the guiding framework for HEC 

design relates to or can be influenced by other health reform areas. This effort is to coordinate with other 

SIM work streams, but will also help to align the HEC approach with health reform projects in and outside 

of Connecticut. The planning team will secure input from the Population Health Council (PHC) and the 

Healthcare Innovation Steering Committee (HISC) to ensure fidelity to the overall SIM objectives, and to 

enhance both the HEC definition and the planning process.  

The planning of an HEC model will rely heavily on stakeholder feedback through various methods of 

engagement. Stakeholder participation will be central to the HEC model operational plan. This 

engagement will build on existing activities conducted through the State Health Improvement Plan (SHIP) 

and regional Community Health Improvement Plans (CHIPs). At first, HEC planning will build on the work 

conducted in numerous Connecticut communities that have developed Community Health Needs 

Assessments (CHNA) as early as 2013. The CHNAs use local and state data to identify each communitȅΩǎ 

most pressing health concerns and root causes. In several of these communities, CHNAs included reports 

on regional consensus about priority setting and health improvement plans (CHIPs). By directly engaging 

regional health collaboratives in the planning process, the Population Health Plan will ensure to design 

strategies that are actionable for specific local contexts, including opportunities and limitations of each 

participant community.  

In order to effectively engage communities and develop a model tailored to the strengths and needs of 

each participating community, the State, with subject matter consultation support, will develop and 

implement a participatory planning methodology. This process will identify communities in Connecticut 

that had independently undertaken the challenge to advance multisector initiatives to improve health 

outcomes of individuals in geographically circumscribed populations. These reference community 

collaboratives will meet a minimum set of expectations in order to participate in a joint examination of 

their strengths and barriers in the HEC planning process. To this end, it is likely that Community Health 

Assessments would need to be completed and that the collaboratives would have a commitment to 

sustainability, continuous quality improvement and performance management of priority interventions. 

The process of selecting reference communities may include a statewide solicitation of community health 

collaboratives, and lead to participants meeting regularly to discuss the feasibility of the model. The initial 

planning process will identify an actionable strategy for subsequent phases. For instance, a subsequent 

planning phase may seek to commit selected communities in an intensive solution seeking process by 

exploring all recommended components of an HEC. This may include health outcomes prioritization, 

accountability instruments, policies and systems change solutions for social determinants of health, and 
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financial sustainability mechanisms. This potential subsequent phase may also include the design of an 

actionable strategy and commitments to implement an HEC model in a later demonstration phase. 

Financial sustainability of the PSI/HEC model will be a major consideration of this initiative. Several 

funding strategies including state/federal authorities to support HECs will be explored during the planning 

process. Observations of similar experiences in other jurisdictions show that possible avenues include 

state allocations, alternative payment models, global budgets, or pooling of funds through braided 

mechanisms. The State, with assistance from a vendor, will evaluate all of these opportunities for financial 

sustainability, as well as how healthcare reform transformation relates to financing options. This includes 

looking at entities such as payers, large employers or healthcare systems that could potentially obtain 

financial returns from the implementation of HECs priority interventions. Entities realizing positive 

economic outcomes could build a business-case to support up-front investments and an ongoing financial 

commitments to, for example, a wellness trust fund. This implies that shared savings rewards or other 

economic gains in the health care sector could be linked to community-wide interventions in areas 

designated as HECs. The proposed HEC strategy may include community health collaboratives adopting a 

financial strategy such as establishing a dedicated community wellness fund.  A trust fund as a vehicle will 

be explored because of its ability to attract resources from a variety of organizations and sectors to 

support the goals, priorities and strategies developed by the HEC.  

Traditional categorical grant funding tends to create silo entities within single communities. To counteract 

this, another possible approach to financial sustainability is the alignment and leveraging of grant-funded 

programs around prioritized interventions led by an HEC. For example, Stamford, CT has already 

harnessed Department of Housing and Urban Development (HUD) and US Environmental Protection 

Agency (EPA) resources to help fund a Health and Wellness District initiative.  Access to block grants, such 

as prevention block grants used in the past, could also be examined as a financing alternative as they 

attempt to break down silos. Similarly, numerous disease prevention and control initiatives funded by 

federal or state agencies offer opportunities  to align funding streams as they are administered at the local 

level by participating entities in an HEC (e.g. healthy food retail, local active transportation initiatives, 

screening programs, medication therapy management, etc.). Planning of the HEC model will look into 

blended or braided funding as these approaches may be an effective solution for pooling of funds by 

public-private partnerships to ensure support of the selected health priorities. The alignment of different 

funding streams could support services, projects and infrastructure that would not be supported by a 

single stream. 

Several other approaches to sustainability will be examined through the planning of an HEC model. Public 

health organizations, health care providers and human services agencies participating in an HEC will be 

expected to align their mutually defined community health priorities. This represents an opportunity to 

incorporate hospital community benefit allocations as part of a support system for the health 

improvement effort. The HEC model plan could also include a request to DSS to review all available options 

for the Medicaid State Plan and waiver authority in support of HECs, and may include examining the 

possibility of enabling approaches to sustaining community health workers for preventive services. A 

detailed actuarial analysis of Medicare data could also open the possibility of State waivers that could 

potentially support the upstream initiatives put forward by HECs. 

Planning of the HEC model will include creating a framework and recommendations around community 

health accountability measures, defining processes for collecting non-clinical regional data, and setting 

http://vitastamford.com/about-vita/
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improvement targets. It is important to highlight that availability of high quality local data together with 

reliable IT infrastructure is critical to advancing these components. DPH will support local data analysis, 

including coordination with other health and human services agencies, to the extent that data sources 

and IT infrastructure are available. Recommendations for regional health indicators and community 

measures may be incorporated into public score cards or other methods of health improvement 

transparency. The ability to foster and facilitate coordination between community-wide population health 

measures and shared savings program quality measures will be explored. The recommended measures 

may be primarily based on the total population, but may also include data segmented by individuals 

attributed to separate payers and healthcare providers. 

HECs will be designed to address priorities that reflect local health concerns and assets in the selected 

communities. Similarly, the HEC strategy will focus on evidence-based interventions and community 

measures of population health that are tested. Core topic areas will include addressing social needs and 

upstream determinants of health along with the use of indicators that relate to community characteristics, 

health care factors and overall health system performance, especially as it pertains to health equity. 

It is anticipated that HECs will have a specific focus on improving health disparities and will have to define 

clear and measurable target improvements. HECs will likely be required to have a Community Health 

Needs Assessment in place to demonstrate engagement of the community in identification and 

understanding of community needs based on data.  Becoming a HEC will signal the beginning of a shift 

from a health care system accountable for segments of the population into a new system of community 

collaboratives accountable for health outcomes in the entire population. HEC results will provide evidence 

that the scope of care has expanded beyond clinical services to include well-coordinated community-wide 

interventions.  

Governance will be an essential area to explore in the HEC strategy design. This includes governance 

models that feature a single lead agency in each of the communities that can act as a backbone or 

integrator organization to administer a portfolio of prevention and upstream interventions. Possible 

functions of a backbone organization include maintaining accountability mechanisms for performance and 

improved health and reduction of disparities in a geographically circumscribed populations. Keeping 

together a coalition of health care, public health and community service agencies would also be a critical 

role of a backbone organization. This entity would play a key role coordinating partners for specific 

interventions and the selection of financing vehicles. Therefore, a backbone organization would likely 

need to be a neutral, legally operational entity capable of contracting and characterized by a broad based 

governance.  

The backbone organization may also facilitate the development of binding agreements across 

collaborative partners. Its authority and credibility will stem from broad inclusion of community 

stakeholders; therefore, this agency also convenes partners, coordinates health assessments, and defines 

interventions for health priorities. Local health departments, Advanced Networks and FQHCs can 

potentially play an important role as backbone organizations as they continue improving links between 

community and clinical preventive services. It is expected that Local health Departments, Advanced 

Networks and FQHCs in selected HECs will serve as partners in addition to other stakeholder entities. 

HEC Initiative Coordination with Other Initiatives  
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The HEC Initiative aims to leverage the work of SIM in promoting value-based payment, while addressing 

the limitations of existing models.  Specifically, the HEC planning will focus on developing financial models 

that reward a reduction in the risk of populations, rather than the cost-effective management of that risk.  

The HEC Initiative will also build on the care delivery improvements enabled by the CCIP and AMH 

programs, but augment them by creating more intersections with public health and the social 

determinants of health. The CCIP and AMH programs shift provider attention to the community and to 

establishing linkages to treat the holistic needs of the patient. The HEC initiative extends these capabilities 

further, while bringing more community partners to the table.  

Implement a Prevention Service Initiative Demonstration 

The DPH/PMO planning team, with the input of the Population Health Council and the endorsement of 

the Health Care Innovation Steering Committee, developed the PSI proposal over the course of 2017 

based on a linkage model that strengthens the relationships between Community Based Organizations 

and Advanced Networks/Federally Qualified Health Centers (AN/FQHC), and that enhances the delivery 

and expansion of evidence-based prevention programs in non-clinical settings. To this end, participating 

CBOs that deliver evidence-based diabetes or asthma self-management services will be provided with 

technical assistance so that they can execute at least one financial agreement with accountable care 

providers. These services have shown to improve outcomes and generate a return on investment. 

However, CBOs that provide these services in Connecticut appear to be under-utilized and none of them 

have written referral agreements with accountable providers as they lack resources to expand capacity 

and meet the needs. 

SIM will fund technical assistance and infrastructure awards to participating CBOs to help them offer high 

quality services and to be successful in these new agreements. CBOs will also be required to include 

community health workers as part of their service model in order to qualify. The financial agreement will 

be expected to have payment terms linked to successful patient engagement and program completion, 

and perhaps incentives for outcomes. The SIM program will also offer grants and technical assistance to 

accountable providers to enable them to identify appropriate patients, establish referral workflows, 

negotiate agreements, and to pay for PSI services for the first 12-to-18 months. Although accountable 

providers are investing in care coordination staff, usually nurses or social workers, and in some cases 

certified asthma and diabetes educators, they generally do not hire community health worker or support 

community partnerships that could help them to deliver better care at a lower cost. However, accountable 

providers now in new payment models have a financial interest in extending their investments to services 

and supports in the community that will enable them to deliver better care at lower cost.  

There are two central goals of the PSI. First, to increase the number of individuals with unmet prevention 

needs who complete community-placed, evidence-based prevention services and maintain or improve 

wellness. Second, to improve Advanced Network/FQHC performance on quality measures related to 

asthma or diabetes and associated ED utilization or admissions/readmissions for an attributed population 

through the use of community-placed, evidence-based prevention services. 

To achieve these goals, CBOs and local public health departments will receive technical assistance to 

enhance business competency skills and organizational capabilities to support at least one contractual 

relationship for the provision of evidenced-based chronic illness self-management services. Technical 

assistance will also be provided to Advanced Networks and FQHCs to both develop internal processes to 
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identify and refer patients that can benefit from community based services; and to assess the impact on 

quality and return on investment to support a sustained contractual arrangement beyond the period of 

the test.  

The next phase for the PSI will be dedicated to launching a demonstration targeting Advanced Networks 

and FQHCs that are participating in accountable care arrangements with Medicaid, Medicare and/or 

commercial payers. The first wave of PSI will be implemented in three pre-selected regions with high 

PCMH+ penetration (Bridgeport, New Haven, and Middletown and surrounding areas). The designated 

target communities have been selected in coordination between the PSI and CCIP initiatives so they 

operate within the same target population and with aligned interventions. 

The target date to complete all the procurement of technical assistance and CBOs solicitation is 

established prior to the beginning of the next performance period. A technical assistance consultant will 

be retained for 18 months to assist with CBOs organizational assessments including workforce capacity, 

business case/value proposition, and sites of service analysis. Once a framework for discussion and CBO-

specific business plan for prevention services is completed, the technical assistance consultant will ensure 

that all parties in the financial arrangement agree upon contract templates 

We expect that contract negotiation could be completed and contracts between CBOs and healthcare 

organizations executed around halfway through the performance year. This will be followed by an 

intensive peer-to-peer CBO collaborative characterized by several events held to discuss planning and 

implementation strategy. Results of the demonstration will be documented through data analysis on 

financial and program performance. Sustainability could be demonstrated through positive economic 

outcomes for all parties in the linkage model that would allow contract extension solely financed by the 

payers of services. This strategy will seed the subsequent proposal to make additional upstream 

investments under the HEC model. 

PSI Coordination with Other Initiatives  

The PSI and the CCIP are the two primary means within SIM to assist accountable providers to enhance 

their investments in care management and infrastructure to eliminate gaps in care. The PSI aligns with 

the central premise of our payment reformsτthat the promise of a return on investment will encourage 

providers to invest in new capabilities and community partnerships to achieve higher value healthcare. 

The PSI extends the CCIP focus on CBO providers of social services to CBO providers of evidence-based 

prevention services including diabetes and asthma self-management.2 These services have the ability to 

improve outcomes and generate a return on investment for eligible patients. 

Additionally, CBOs and accountable providers participating in PSI will be required to evaluate the 

interventions to validate that they produce a return on investment.  Payment reform through Shared 

Savings Programs is the central tactic in the CT SIM to spur accountable providers to invest in care 

improvements. Healthcare providers in new payment models are more likely to make investments in care 

delivery improvements. These investments in infrastructure and staff are largely not fee-for-service 

reimbursable and are motivated by improvements in quality and efficiency. 

                                                           
2 Am J Public Health. 2014 August; 104(8): e25ςe31. Published online 2014 August. doi:  
10.2105/AJPH.2014.302041; https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4103232/ 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4103232/
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Develop a System of Community Level Accountability Metrics 

The DPH established a SIM focused approach to population health metrics by providing data through the 

Behavioral Risk Factor Surveillance System (BRFSS), advancing specific methods of population projections 

and offering mapping expertise. The BRFSS is the only available source in the state for key health indicators 

such as asthma, obesity and diabetes. Indicators which in turn, are also required to evaluate SIM. DPH 

relies heavily on CT BRFSS to document health status, the SIM Plan will continue supporting the increased 

sample size for the CT BRFSS to allow sub-state geographic estimates and more robust assessment of 

racial/ethnic disparities, and ensuring that the annual survey includes questions on the selected SIM 

population health indicators. 

Over 2017, DPH also documented various approaches to metrics of population health recommended by 

the National Academy of Medicine, the Robert Wood Johnson Foundation and the Prevention Institute. 

In the current performance period, the Population Health work stream will propose to stakeholders a 

framework of community measures and other health determinants indicators. An initial framework 

developed in 2017 is summarized below:  

 

POTENTIAL POPULATION HEALTH INDICATORS FOR HEALTH ENHANCEMENT COMMUNITIES 
SOCIAL DETERMINANTS 
 OF HEALTH 

PREVENTIVE AND RISK BEHAVIORS CHRONIC MEDICAL CONDITIONS 

Structural Drivers 
Community Measures 

¶ Socio-Cultural (people) 

¶ Built Environment (place) 

¶ Economic   (opportunity) 
Quality of care 

¶ Healthcare outcomes  

¶ Prevention outcomes 

¶ No leisure Physical Activity 

¶ Current smoking 

¶ Ever used Hookah 

¶ Excessive Alcohol Consumption 

¶ Routine Check-up 

¶ Influenza Vaccination 

¶ Pneumococcal Vaccination 
Ever had an HIV test 

¶ Current Asthma 

¶ Asthma in adults 

¶ Asthma in children 

¶ Ever Diagnosed with COPD 

¶ Ever Diagnosed with Arthritis 

¶ Ever Diagnosed with CVD/Stroke 

¶ Ever Diagnosed with Cancer 

¶ Told that has Pre-Diabetes 

¶ Ever Diagnosed with Diabetes 

¶ Kidney disease 

¶ Ever Diagnosed with Depression 

 

Population health improvement is largely dependent on the ability of health systems to address and 

measure elements of health equity. This is particularly relevant in a context where statewide indicators 

may obscure important regional health disparities. It is also important to recognize that equity is one of 

the main dimensions of healthcare quality measures Therefore, we propose an additional framework of 

health determinants that includes structural, socio-environmental and economic drivers. Indicators of 

structural determinants of health explore inequitable distribution of resources and examines 

disenfranchised populations. Community health measures will look at three sets of measures. The first set 

(people cluster) assess the level of community participation and networks activation, a second set (place 

cluster) would have indicators of built environment, and the last one (economic cluster) will include 

metrics of income and education. In addition to quality of health care indictors which have been 

thoroughly examined by SIM, prevention process outcome indicators will be considered as part of the set 

of social determinants of health. 
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DPH provides technical expertise to maintain and annually update a series of town-level population 

estimates by age-sex-race/ethnicity using the demographic estimation models developed for the CT SIM 

project. While the majority of the states in the U.S. use county as the principal geographic level for local 

governance, Connecticut and a few others states rely on towns or cities. Currently, the only reliable source 

for town-level population data with demographic identifiers for Connecticut is the decennial census that 

occurs every 10 years. As the demographic distributions within each town evolve over time, the decennial 

counts become outdated and may insufficiently represent the true town populations. These detailed 

population figures are essential to improve the accuracy of calculated, population-based mortality rates, 

hospitalization rates, as well as BRFSS survey statistics which must be weighted according to the available 

state population estimates.  Thus, these new population estimates for 169 Connecticut towns will further 

leverage our investment in more accurate BRFSS data and associated BRFSS health indicators.  In addition, 

DPH will continue providing support for GIS mapping and spatial analysis to help define homogenous 

regions within the state that are of interest to SIM, and to calculate hospitalization and/or mortality rates 

for customized SIM regions. These activities may be extended to incorporate new data sources, as needed, 

for SIM-related planning and evaluation. 

Multi-source datasets will continue being compiled and pre-processed as inputs for modeling.  Tested 

data sources included birth and infant death data, school enrollment counts, DMV licenses/non-driver ID, 

residential utility customer data, and Medicare enrollment counts.  Initial model targets have been 

carefully reviewed to obtain reasonable population projections for 2011-14. Further analysis is required 

to ensure that the selected criteria for model projections is consistent with the US Census Bureau 

estimates. Finally, the DPH will continue coordinating and providing data to the University of Connecticut, 

as the SIM evaluator, to support their dashboard indicators with population health data.  
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d. Health Information Technology   

Background and Overview 
The State of Connecticut is taking important steps to accelerate the use of health information technology 

(HIT) to enable healthcare transformation so that the sǘŀǘŜΩǎ residents receive timely, coordinated, and 

person-centered care. The HIT and health information exchange (HIE) approach described here will be 

undertaken with transparency and broad stakeholder input. The strategy is guided by a comprehensive 

2017 environmental scan and subsequent report, which engaged almost 300 individuals and over 130 

organizations. It is also guided by extensive input from the Health Information Technology Advisory 

Council, created under Public Act 16-77, and comprised of providers, consumers, payers, and 

representatives of the legislature, the ǎǘŀǘŜΩǎ executive branch, and several state agencies.   

The {ǘŀǘŜΩǎ stakeholder engagement and environmental scan reveals gaps and opportunities in 

/ƻƴƴŜŎǘƛŎǳǘΩǎ HIT landscape. Consumers experience a fragmented health system where the information 

needed by their care team is not always easily transmitted or accessible. As alternative payment models 

and changes in care delivery proposed under SIM expand, accountable healthcare providers will need the 

data, information and tools to succeed. Connecticut contains a high penetration of accountable 

healthcare organizations who are making investments in data exchange and analytics. However, providers 

still struggle to electronically exchange health information between disparate health systems. The lack of 

widespread access to important medical information, including medical histories, diagnostic images, and 

emergency department notifications, negatively impacts diagnosis and treatment decisions, and increases 

the use of costly and potentially harmful duplicative tests. 

Additionally, healthcare providers have incomplete information about how well they deliver care. They 

rely on claims-based, insurer-specific patient data, or clinical data from their lone EHRs. This is extremely 

limiting given that consumers frequently experience changes in their insurance coverage and seek care 

from providers from across the state. Incomplete and siloed data makes it difficult to manage gaps in care, 

target interventions, and compare their performance to peers and to aggregated populations. Similarly, 

payers enter into value-based contracts with providers using this same limiting data. Varying reporting 

requirements and processes across these value-based payment arrangements and other quality 

improvement programs add complexity and burden for providers.  

In this context, and to achieve the {ǘŀǘŜΩǎ SIM aims of healthier people, better healthcare, smarter 

spending, and health equity, the State will establish Core Data and Analytics Solution (CDAS) services, and 

interoperable (HIE) services as envisioned by Public Act 16-77:  

There shall be established a State-wide Health Information Exchange to empower consumers 

to make effective health care decisions, promote patient-centered care, improve the quality, 

safety, and value of health care, reduce waste and duplication of services, support clinical 

decision-making, keep confidential health information secure and make progress toward the 

state's public health goals. [Sec. 6, § 17-b-59d (a)] 

Moreover, the State will establish a policy and governance framework for HIE and statewide analytics, 

and, to the extent practical, leverage existing interoperability initiatives and investments. Above all, the 

strategy will keep the consumer and the health needs of the people of the State as the primary focus.  

http://portal.ct.gov/-/media/Office-of-the-Lt-Governor/Health-IT-Advisory-Council/Reports/Environmental_Scan_Summary_Findings_Draft_CouncilReview_20170508.pdf?la=en
https://www.cga.ct.gov/2016/ACT/pa/pdf/2016PA-00077-R00SB-00289-PA.pdf
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The Health Information Technology Officer (HITO) is administratively responsible for the planning, design, 

implementation, and oversight of this strategy.  

Solution Approach 

!ǎ ǇŀǊǘ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ ǎǘŀƪŜƘƻƭŘŜǊ ŜƴƎŀƎŜƳŜƴǘΣ ǘƘe HITO convened healthcare providers, informatics 

experts, payer and consumer representatives, state agencies and others through the HIE Use Case, 

Immunization Information System (IIS), and eCQM design groups. These intensive engagements, along 

with internal planning and alignment with the SIM strategy, led to an initial set of near- and long-term 

priorities: 

Near-term: 

1. Establish statewide governance and operational structure: Including establishing/designating a 

neutral and trusted HIE entity. 

2. Establish CDAS to promote use of eCQMs and advanced analytics: Improve outcomes by 

increasing the use of eCQMs and analytics in quality improvement and alternative payment model 

efforts of payers, providers, and employers. 

3. Launch shared HIE services: 

a. eCQMs: Support transport of clinical data for use by the CDAS for quality measures. 

b. Longitudinal Health Record: Improve treatment plans and reduce duplicative testing by 

establishing the use of a statewide longitudinal health record. 

c. Clinical Encounter Alerts: Improve care management by driving access to and adoption 

of clinical encounter alerts. 

d. Image Exchange: Reduce duplicative X-rays, ultrasounds, and other imaging by increasing 

the electronic sharing and viewing of imaging between providers. 

e. Immunization Information System: Reduce duplicative vaccine administration and 

improve reporting efficiency by creating the capability for healthcare providers, including 

school nurses, to electronically send vaccine information to the State, and by improving 

the ease of accessing this information at the point of care. 

f. Public Health Reporting: Improve efficiency by establishing a single gateway for public 

health reporting for healthcare providers. 

Long-term:  

4. Expand CDAS outputs, including population health analytics: Enable more targeted, holistic, and 

population health centered interventions through the use of additional data sources, such as 

social determinant of health data, public data sources, and other. Expanded analysis of individual 

health information at the population level will support machine-learning, automated analysis, 

geolocation, predictive analytics, evaluating health interventions, comparing healthcare services, 

identifying patient safety events, supporting policy and workforce planning, and solving complex 

social and health issues.  

5. Expand shared HIE services: 

a. Population Health Analytics: HIE services can enable the transport of additional 

information from EHRs into CDAS.  

http://portal.ct.gov/Office-of-the-Lt-Governor/Health-IT-Advisory-Council/Health-IT-Advisory-Council---HIE-Use-Case-Design-Group-2017
http://portal.ct.gov/Office-of-the-Lt-Governor/Health-IT-Advisory-Council/Health-IT-Advisory-Council---Immunization-Design-Group-2017
http://portal.ct.gov/Office-of-the-Lt-Governor/Health-IT-Advisory-Council/Health-IT-Advisory-Council---eCQM-Design-Group-2017
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b. Medication Reconciliation: Reduce medication morbidity, mortality, and adverse 

reactions by enabling the information exchange necessary for medication reconciliation 

and supporting process re-design for prescribers and pharmacies. 

c. Advanced Directives and Medical Orders for Life Sustaining Treatment (MOLST): Enable 

person-centered and empowered care through the capture and accessibility of patient 

care preferences for treatment and end-of-life support. 

d. Patient Portal: Enable consumer empowerment through patient access to their statewide 

longitudinal health record.  

¢ƘŜ {Laκ{ǘŀǘŜΩǎ ǎǘǊŀǘŜƎȅ ǿƛƭƭ ŜƴŀōƭŜ ǘƘŜ ƛƴƛǘƛŀƭ ǎŜǘ ƻŦ ǇǊƛƻǊƛǘƛŜǎΣ ŀǎ ŘŜǎŎǊƛōŜŘ ŀōƻǾŜΦ LƴŎǊŜŀǎŜŘ ƘŜŀƭǘƘ 
information exchange improves care decisions and reduces unnecessary and redundant care such as lab 
tests and radiology services. It permits more rapid diagnosis of disease, follow-up on chronic disease and 
comorbidities, potentially prevents treatment complications such as medication errors secondary to 
allergies and contraindications, provides insight into whether immunizations are up-to-date, and more.  

While the State will establish a state-of-the-art, holistic, information management system, the strategy to 

enable health information exchange and better use of data requires more than a technical solution. The 

strategy, enabled with the technology, will align with the movement towards alternative payment models, 

as promoted by SIM. These new payment models give providers incentives to improve the efficiency, 

effectiveness and outcomes of patient healthcare, and therefore more of a reason to share information. 

Technical and analytics assistance to these providers on how to best use HIT tools, data and information 

will support transformation and influence behavior change. Trust and governance will accelerate progress 

in a transparent way. Moreover, the use of policies, legislative action, and other levers will ensure 

consumers and communities are the ultimate beneficiaries. 

Holistic Information Management  

To enable the stakeholderǎΩ business drivers, as captured in the initial use case development efforts, the 

State is developing a holistic information management solution that will support the sharing of data and 

information to guide stakeholder decisions and establish interventions to improve health outcomes and 

the quality of life.  

The proposed solution architecture and roadmap are illustrated in Figure 1,  highlights a phased 
implementation approach and alignment of internal and external dependencies, with a goal to establish 
a trusted and secure data sharing and information foundation across the delivery system. The architecture 
and roadmap is guided ōȅ ǘƘŜ ǎǘŀƪŜƘƻƭŘŜǊǎΩ needs for data and information. The roadmap has three major 
lanes (i) Data Governance, (ii) HIE, and (iii) CDAS, discussed in the following sections. 

This solution will initially focus on two core solution components: HIE services and the CDAS, as shown in 

Figure 2, which are both guided by the governance. The HIE services focus on increasing secure and 

authorized information exchange between disparate healthcare systems. CDAS will enable advanced 

analytics and quality and utilization measures production. The HIE will interface with the CDAS so patient 

health data, such as clinical labs, tests, and vitals, can be leveraged for the calculation of clinical quality 

measures.  
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Figure 1: HIE and CDAS Proposed Delivery Roadmap 
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Figure 2: High-level HIE-CDAS Solution Overview 
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Health IT Strategy to Enable SIM Drivers  

The capabilities that the HIE services and CDAS enable, including those above, are critical to the SIM 
drivers and to the care delivery and payment reforms that providers in the state are adopting. Below is a 
description of how the HIT functionalities support each SIM driver.  

SIM Driver: Promote payment models that reward improved quality, care experience, health equity and 
lower cost  

One of the primary SIM drivers is that alternative payment models are adopted to incentivize better care 
services, improved outcomes and lower healthcare spending, as described in Section 2.a Promoting 
Value-Based Payment Models and Section 2.a PCMH+. Payers in the state who develop these value-based 
ǇŀȅƳŜƴǘ ǇǊƻƎǊŀƳǎΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ aŜŘƛŎŀƛŘ t/aIҌ ŀƴŘ ŎƻƳƳŜǊŎƛŀƭ ǇŀȅŜǊǎΩ ǎƘŀǊŜŘ ǎŀǾƛƴƎǎ ǇǊƻƎǊŀƳǎΣ 
need access to better clinical and other data to establish more meaningful and accurate incentive-based 
systems. Better data from various data sources will enable more valid attribution models, better risk 
stratification, better quality indicators, more accurate program evaluation, and more robust tools offered 
to providers. CDAS will facilitate these data flows and enable payers to enhance their current value-based 
program efforts to meet SIM health improvement goals. 

Diagram: Data Flow to Support Alternative Payment Models

 

CDAS will also provide the capability to add electronic clinical quality measures (eCQMs) and health equity 
quality mŜŀǎǳǊŜǎ ǘƻ ǇŀȅŜǊǎΩ ǾŀƭǳŜ-based payment scorecards, as recommended by the SIM Quality 
Council. This is essential to achieve multi-payer quality measure alignment, health equity, and reduced 
provider burden, as described in Section 2.b Quality Measure Alignment. This HIT functionality is critical 
to this SIM objective for the next performance year.  

SIM Driver: Strengthen capabilities of Advanced Networks and FHQCs to deliver higher quality, better 
coordinated, community integrated and more efficient care  

Well-designed alternative payment models must be coupled with improved capabilities of healthcare 
providers to meet the quality and cost targets outlined in these arrangements. The HIT strategy described 
here supports this SIM driver by improving the data and tools available to accountable providers/patient 
centered medical homes, including to those participating in PCMH+ (Section 2.a PCMH+) and CCIP 
(Section 2.a Strengthening Healthcare Delivery).   
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Diagram: Data Flow to Support Care Delivery Models (PCMH+, CCIP, PCMH, QPP, Commercial SSPs) 

 

 

Both PCMH+ and CCIP expect providers to better coordinate care, address health disparities, connect with 
community services, manage gaps in care, track their quality and cost improvements, and expand their 
care teams. However, providers have difficulty excelling in these areas due to lack of data and analytic 
capability.  For example, CCIP requires that providers risk stratify patients to target care coordination and 
deploy their new non-physician workforce. To do this accurately, providers need patient information that 
integrates multiple data sources, such as data from other health systems, from social determinant of 
health databases such as the Homelessness Information Management System, from community referral 
sources, and from sources that contain complete race/ethnicity information. They also need better data 
to track their performance on quality key performance indicators (KPIs). Providers need the ability to see 
in near-real time how they are performing to incentive indicators, compared to peers and population 
aggregates, as this will provide visibility in how they can increase incentives based improving quality 
outcomes to patients. As illustrated in the above diagram, HIE and CDAS functionalities will support these 
providers in delivering on these capabilities.  

E-consult capabilities are an optional delivery standard under CCIP. Healthcare providers are currently 
challenged to implement this capability and other telehealth solutions due to gaps in  reimbursement for 
these services. Connecticut is examining solutions through the value-based payment and reimbursement 
pathways to address this. Therefore, no HIT requirement has been identified for this capability.  

Additionally, accountable providers, including those who will patriciate in the Quality Payment Program 
(MIPS, advanced APMs) need to improve efficiency and reduce administrative burden. Currently, they are 
required to meet onerous and un-aligned reporting requirements to a multitude of agencies and 
organizations, such as Medicare, the Department of Public Health, commercial payers, and Medicaid. The 
HIE, CDAS, and IIS systems will offer reporting functions that reduce burden.  
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SIM Driver: Promote policy, systems, & environmental changes, while addressing socioeconomic factors 
that impact health  

As described in Section 2.c Plan for Improving Population Health, the SIM population health planning 
work recognizes that only 10% of health is influenced by healthcare3, and engagement of the entire 
community is needed to influence health. Under the SIM Prevention Service Initiative, healthcare 
organizations will soon establish referral contracts with Community Based Organizations for community-
placed services. Connecticut also has two CMS Accountable Health Community grants, which require an 
accountable healthcare systems in two regions to refer thousands of Medicaid/Medicare patients to 
community services annually. Additionally, Community Care Teams are used within hospitals across the 
state to navigate the care of the most complex patients. The health IT functionalities that may support 
these initiatives will be further examined to determine how and whether they can support this work. 
Possible enabling IT strategies may include: 

¶ Supporting healthcare-to-community referrals and feedback loops through the HIE services.    

¶ Offering regional, shared care coordination platforms. 

¶ Establishing standardized consent and data sharing processes. 

¶ Capturing social determinant data to support risk stratification, coordination, deployment of care 
teams, and targeted interventions. 

Furthermore, Connecticut will soon embark on intensive planning for the SIM Health Enhancement 
Community Initiative. This planning will further determine how and whether the IT strategy can support 
Health Enhancement Communities and include HIT implementation plans. Possible enabling HIT strategies 
may include: 

¶ Capturing and sharing regional quality of life and health indicators with Health Enhancement 
Community multi-sector collaboratives.  

¶ Enabling the evaluation of regional interventions by supporting the calculation of their value of 
health (such as by taking into account healthcare and social service spending). 

¶ Establishing standardized consent and data sharing processes. 

SIM Driver: Engage consumers in healthy lifestyles, preventive care, chronic illness self- management, 
and healthcare decisions 

Most importantly, SIM is working to empower consumers and enable patient-centered care. The 

proposed approach allows a person to experience a coordinated health system, knowing that their care 

team has access to the critical information needed to keep them healthier longer. It also allows the person 

more visibility of the performance of their health system and access to their own personal health record 

across their entire provider network. 

The pubic scorecard, as described in Section 2.f.3 Public Scorecard, is enabled by the HIT strategy. The 

APCD and CDAS are key data sources to populate this scorecard. The care relationships captured in CDAS 

will also be critical for calculating the ACO-specific quality indicators that will be visible on the scorecard.  

No HIT requirements currently exist for the VBID and CAHPS work streams in Section 2.f.  

 

                                                           
3 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863696/  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863696/
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Establishing Governance for Shared HIE Services and CDAS 

The State of Connecticut, enabled by recent legislation, will establish, or designate, a neutral, trusted 

organization representing public and private interests to operate agreed-to statewide HIE services and 

CDAS activities. This organization will establish and oversee a common set of policies, business practices, 

and standards to drive trusted health information exchange to support patient-centered care, ensure 

privacy and security of data exchanged, and to decrease the costs and complexity of exchange and 

analytics.   

The organization will adhere to health information governance best practices which may include: 

¶ Accountability to, and transparency with, stakeholders 
¶ Governance by an engaged Board of Directors representing private and public sector leaders with 

decision-making authority in the organizations that they represent 
¶ CƻǳƴŘŀǘƛƻƴŀƭ ǘǊǳǎǘ ŀƎǊŜŜƳŜƴǘǎ ǘƘŀǘ ŜǎǘŀōƭƛǎƘ ŎƭŜŀǊ άǊǳƭŜǎ ƻŦ ǘƘŜ ǊƻŀŘΣέ ƛƴŎƭǳŘƛƴƎ ŜƴŦƻǊŎŜƳŜƴǘ 

authority related to compliance 
¶ Sound policies and procedures 
¶ Business decisions driven by value-creation, leading to financial sustainability 
¶ Judicious use of scarce public and private resources 
¶ Effective engagement with the State of Connecticut for public policy and technology integration 

with State-run systems 

The HIE organization will serve as the State Designated Entity (SDE) for health information exchange in 

Connecticut. The designation as an SDE will allow for a more coordinated health IT strategy that is clearly 

communicated to statewide stakeholders. The HIE organization will have a Board that consists of eight 

members, three of which will be from the Connecticut state government and five of which will represent 

other, non-ƎƻǾŜǊƴƳŜƴǘ ǎŜŎǘƻǊǎ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ƘŜŀƭǘƘŎŀǊŜ ŎƻƳƳǳƴƛǘȅΦ  

The HIE organization will establish a Data Governance Council (DGC) to include both HIE and CDAS 

services. Data governance activities will identify, research, create, establish, and audit  State-approved 

HIE and CDAS-related policies, procedures, guidelines, and standards relating to data collection, use, 

privacy, compliance, di-identification/masking, encryption, and security. During the initial CDAS eCQMs 

and analytics work with the Office of the State Comptroller (OSC), an interim data use agreement will be 

developed and executed to support the first phase of measure calculations using flat file extracts.  

The HIT PMO will continue to convene and facilitate the State Health IT Advisory Council. Public Act 16-

77 authorizes and outlines some requirements for this council, which currently has approximately 30 

members. The council will continue to provide overall guidance regarding State health IT and HIE 

strategies and policies and will work closely with the HIE ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ Board of Directors. 

 

 

 

https://www.cga.ct.gov/2016/ACT/pa/pdf/2016PA-00077-R00SB-00289-PA.pdf
https://www.cga.ct.gov/2016/ACT/pa/pdf/2016PA-00077-R00SB-00289-PA.pdf
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HIE and CDAS Core Infrastructure and Shared Services  

A necessary first step to supporting HIE and CDAS use cases is to establish the core technical systems 

infrastructure and shared services. The solution architecture design is focused on reusability and 

modularity, to deploy systems by components, to support the use of open interfaces and exposed 

application programming interfaces (API) as part of a service-oriented architecture (SOA). This modular 

approach along with the guiding principles to use open source and industry leading commercial of the 

shelf (COTS) software was to mitigate the risk associated with developing extensive custom code and the 

continued dependency of the development contractors to maintain their custom code.   

The solution architecture approach focuses on software configuration instead of software customization 

as well as components interfacing instead of the tightly coupled dependencies of systems integration. This 

approach enables the ability to easily change and/or enhance the soluǘƛƻƴǎΩ ǎȅǎǘŜƳ ŎƻƳǇƻƴŜƴǘǎ ǘƻ 

interoperate clinical and administrative ecosystem designed to deliver person-centric services and 

benefits. 

The solution architecture will be implemented in multiple stages (or phases) to deliver functionality to the 

stakeholders/users in a timely and efficient manner, following an Agile system development life cycle 

(SDLC). Each stage will focus on the release of solution components as required to deliver and functionality 

captured in the use cases. This will require ǘƘŜ ǎǘŀƪŜƘƻƭŘŜǊǎΩ Ŏƻƴǘƛƴǳƻǳǎ ƛƴǇǳǘ ǘƻ ǾŀƭƛŘŀǘŜ ŘŜǾŜƭƻǇƳŜƴǘ 

efforts to requirements. Functionality enhancements can be made at development time instead of waiting 

for the system to be fully implemented. 

As the HIE and CDAS mature, the HIE Entity and the Health IT Advisory Council will monitor emerging 

technologies and the needs of the stakeholders statewide. 

HIE and CDAS Shared Services ς Master Data Management 

One of the required foundational services is to provide the ability to create, manage and share an 

authoritative, multi-hierarchical, and trust framework to assemble the single best version of the truth of 

data regardless of the data origination point.  Connecticut will achieve a unified view of a person (such as 

Medicaid members), provider, active care relationships, and reference data in a manner to deliver identity 

as a service. These shared services will enable the HIE and CDAS use case functionality and share 

information across the ecosystem and as such will follow information management best practices of 

Master Data Management (MDM) multi-domains.  

MDM multi-domains platform provides a single technology stack for managing data across internal groups 

and functions, and can integrate views across domains, such as person, provider, programs, suppliers, 

employees, locations, and other core components of the enterprise. Instead of distinct, uncoordinated 

approaches to separate master data domains (built on multiple technology stacks), multi-domain MDM 

enables an integrated master data approach, based on a single technology platform, with a unified 

governance framework, and much more straightforward data modeling and mapping.   
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One of the most significant wins for multi-domain MDM platforms is in data governance where it is much 

easier to ensure that standards are being met since there is only one repository for the master data. 

Another significant win is with the movement towards using Big Data Repositories, as is the underlying 

architectural approach of CDAS.  The variety and amount of data in CDAS can apply to any number of 

domains and therefore a multi-domain MDM can offer an 

entire view of the relationship between data.  

Leveraging an industry leading MDM software component 

provides the ability to further refine and enhance the data 

being mastered. For example, Active Care Relationships 

will continue to mature to different hierarchy levels 

dependent on the ingested data, such as patient-provider 

attribution based on claims data, attributed based on 

provided relationship mappings from payers and ACOs, 

and relationships as data received directly from FQHCs and 

hospitals.  The attribution logic will be determined by the 

DGC, as standards and policies need to be established to 

address duplicate and/or conflicting data and relationship 

entries.  

In Stages 1 and 2, MDM will be configured to create three 

domains, Person to create the Master Person Index (MPI), 

Provider to create the Master Provider Registry (MPR) and 

a reference data management domain. The initial domains 

will be configured to capture relationship within the MPI, 

such as family and caregiver, and MPR, such as provider 

groups and affiliations, as well as across each domain, such 

as care relationship and attributions of persons to 

providers.  

¢ƘŜ ǊŜŦŜǊŜƴŎŜ Řŀǘŀ ƳŀƴŀƎŜƳŜƴǘ ŘƻƳŀƛƴ ǿƛƭƭ ōŜ ŎƻƴŦƛƎǳǊŜŘ ǘƻ ƳŀƴŀƎŜ ǘƘŜ ǎƻƭǳǘƛƻƴΩǎ ǾŀǊƛƻǳǎ ǊŜŦŜǊŜƴŎŜ 

data and historical crosswalks as well as the quality measures library, where each measure entry will be 

configured with the measures business logic required for calculation. This provides the ability to create 

and manage numerous quality measures easily in dynamic tables as opposed to hard coding in proprietary 

products.   

The MDM solution component provides the ability to add numerous domains in future Stages, such as 

disease registries, through configuration of the software and not custom developed code as required in 

implemented siloed point solutions. 

Operations and Maintenance 

As HIE and CDAS core infrastructure and shared services are deployed, user and systems support 

operations and maintenance will be required. Deploying, testing, maintaining, and monitoring systems 

and performances in addition to issue tracking will require various tools, which can possibly be supported 

by the cloud hosting vendor, such as Microsoft Azure. Software support and maintenance will be provided 

 

 

 

 

Although certain domains, such as Customer, 

Product, Locations, and Employee, are the most 

commonly referenced MDM domains, the 

domain types and mix can vary due to the 

industry orientation and business model.  

Here are some industry-oriented examples of how 

domains are often defined: 

¶Manufacturing domains: Customers, Product, 
Suppliers, Materials, Items, Locations 

¶Health care domains: Members, Providers, 
Products, Claims, Clinical, Actuarial 

¶Financial services domains: Customers, Accounts, 
Products, Locations, Actuarial 

¶Education domains: Students, Faculty, Locations, 
Materials, Courses  

Identifying MDM 
DOMAINs 
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ǘƘǊƻǳƎƘ ǘƘŜ ǎƻŦǘǿŀǊŜ ǾŜƴŘƻǊǎΩ ǘȅǇƛŎŀƭ ŀƎǊŜŜƳŜƴǘǎ ŀƴŘ ŀƴȅ ǎƻŦǘǿŀǊŜ ŎƻƴŦƛƎǳǊŀǘƛƻƴǎ ǿƛƭƭ ōŜ ƳŀƛƴǘŀƛƴŜŘ ƛƴ 

a hybrid approach of outsourced contractor and internal staff.  

HIE Services Solution 

The Health IT Advisory Council and HIE Use Case Design Group underwent a thorough deliberation process 
ƻŦ ƻǾŜǊ ол ǳǎŜ ŎŀǎŜǎ ǘƻ ǎŜƭŜŎǘ ǎƛȄ ά²ŀǾŜ мέ ǳǎŜ ŎŀǎŜǎ ŦƻǊ ƛƳǇƭŜƳŜƴǘŀǘion in the first year, described below. 
These use cases were chosen based on their value for patients and other stakeholders, their impact on 
workflow, ease of implementation, integration and technical assistance potential, scalability and whether 
existing resources meet current needs. 

1. eCQMs ς Enable the transport of the clinical data needed to CDAS for the calculation of key quality 

measures. More information is contained in the CDAS section.  

2. Longitudinal Health Record ς Improve care quality by establishing and driving the use of a 

statewide longitudinal health record among accountable healthcare organizations, patient-

centered medical homes and other caregivers. 

Rationale and Overview ς Timely and efficient access to longitudinal medical histories by 

healthcare professionals informs diagnosis and treatment decisions, reduces duplication of 

costly and potentially harmful tests, and saves patients and providers time and money by 

reducing the burden associated with collecting information. Patients typically seek 

healthcare services from multiple locations, necessitating a compilation of clinical data from 

multiple EHRs or other data sources for a complete view of their health information. 

Approach -- Leverage national interoperability initiatives including eHealth Exchange, 

CareQuality and CommonWell. These initiatives have enabled large scale data sharing, but 

have not been implemented widely in Connecticut. Provide technical assistance for 

onboarding to HIE services.  

3. Clinical Encounter Alerts ς Improve care quality, continuity-of-care and care transitions through 

the use of clinical encounter alerts. 

Rationale and Overview ς Clinical encounter notifications improve the quality of care, care 

coordination, and reduce costs by proactively, in near real-time, notifying responsible 

caregivers, such as primary care providers, patient-centered medical homes (PCMHs), 

accountable care organizations, care managers, when patients have a clinical event such as 

an admission or discharge to/from an inpatient facility, emergency department or 

outpatient care facility. Clinical encounter alert systems currently in operation in 

Connecticut are not fully utilized by PCMHs and accountable healthcare organizations for 

all patients requiring care coordination or transition-of-care support.  

Approach -- Further delineate functional and business requirements of clinical encounter 

alerts technology and assess current systems in Connecticut to determine if they can be 

leveraged to meet this objective. Provide technical assistance to providers on how to 

incorporate alerts into workflows for quality improvement and care coordination. 

Additional data suppliers, such as skilled nursing facilities, will be recruited to enhance the 

value of such a system. 
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4. Image Exchange - Reduce duplicative x-rays, ultrasounds and other imaging by establishing and 

promoting the use of electronic sharing of images, thereby reducing costs and patient radiation 

exposure. 

Rationale and Overview -- The electronic exchange of images across organizations offers 

providers near real-time access to a patient's history of images and the ability to view and 

compare images from various locations and collaborate with other providers. This improves  

reduces operational costs for hospitals and imaging services providers, improving the speed 

and quality of care delivery and reducing radiation exposure from unnecessary duplicative 

imaging. Image exchange complements the provision of a longitudinal health record, 

offering clinicians enhanced information for clinical decision-making.  

Approach: Further define business and functional requirements of an image exchange 

utility; procure image exchange services from a best-in-class vendor; integrate image 

exchange utility with core infrastructure; recruit and contract with health systems, 

diagnostic imaging centers and physician practices whose images are to be shared; establish 

interfaces with contracted image providers; and provide technical assistance. 

5. Immunization Information System (IIS) ς Improve compliance with immunization guidelines and 

increase efficiency of immunization reporting by implementing a new IIS capable of electronic bi-

directional exchange between providers, including school nurses, and the Connecticut 

Department of Health. 

Rationale and Overview ς Electronic bi-directional immunization exchange was viewed by 

Connecticut stakeholders as a critical need, and this need was validated by the HIE Use Case 

Design Group. Value was documented across stakeholder groups and includes quality 

improvement, efficiencies, impact on population health and cost savings.  

Approach: Onboard providers to the bi-directional services, prioritized by age groups of 

provider patient panels, beginning with infants and children from birth to five years old, and 

expanding to all ages over time, including adults; integrate with HIE services; provide 

technical assistance, training and education. 

6. Public Health Reporting ς Improve efficiency by establishing a single gateway for public health 

reporting for healthcare providers. 

Rationale and Overview ς With the implementation of a new IIS capable of bi-directional 

electronic exchange with providers, a public health reporting gateway should be 

implemented to facilitate data transport in a consistent and standardized manner. In 

addition to immunizations, other required reporting will be supported, including reportable 

labs, syndromic surveillance and reporting to the cancer registry, and other registries...  

Approach: Compare the technical capability and costs of American Public Health 

Laboratories Informatics Messaging Service with similar vendor-developed technology, to 

determine the most appropriate way to provision the public health reporting gateway; 

configure a gateway to integrate with systems in place at the Connecticut DPH; onboard 

providers; and monitor systems performance.  

Candidates for Year 2 implementation were also identified: 
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¶ Advance Directives/MOLST ς further planning for this use case will initially focus on Advance 

Directives, with the possibility of extending to MOLST ƛƴ Ŏƻƴǎǳƭǘŀǘƛƻƴ ǿƛǘƘ 5tI ŀƴŘ /ƻƴƴŜŎǘƛŎǳǘΩǎ 

new MOLST Advisory Committee. 

¶ Medication Reconciliation ς viewed as critical for quality, safety and efficiency, but with the need 

to address process re-design prior to deployment of technology. 

¶ Population Health Analytics ς to be considered further once the CDAS has been implemented, 

leveraging that technology for additional value creation. 

¶ Patient Portal ς Patient-facing tool to enable healthcare decision-making.  

The use case prioritization process informs the overall solution architecture and roadmap, which will be 
the blueprint to guide the determination, implementation, and establishment of the required HIE services. 
The HIE services will be implemented in stages, where each will deliver stakeholder functionality. 

Design Considerations 

The assessment of the StateΩǎ HIE solution needs has determined that the HIE will be a network-of-

networks configuration, allowing both individual EHRs and already existing HIE initiatives to connect and 

share data. This configuration supports the federated HIE data model, as the EHRsΩ patientsΩ data will 

remain within the individual record systems and be pulled or pushed from HIE services as required.  For 

example, for the longitudinal health record use case, providers can request ŀƴŘ Ǉǳƭƭ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘ 

data from other EHRs on the statewide HIE, based on data access rights, authorizations and permitted 

purposes. 

The HIE will enable the sharing of patient health record data across EHRs and other data sharing means, 

such as stakeholder portals. Aligning the HIE in support of the overall statewide analytic capability will 

leverage the ability to capture ǇŀǘƛŜƴǘΩǎ clinical data to enable and enhance the calculation of quality 

measures, as described in the next section. 

Core Data and Analytics Solution  

The CDAS will enhance statewide data sharing and enable the analytic capabilities to provide data and 

information to drive efficient, effective, and personalized patient-centered care to improve health 

outcomes. The CDAS is primarily focused on quality and utilization measures and analytics to enable value-

based care initiatives. The first phase of work is related to the first priority listed in the Background and 

Overview Section: eCQMs and Analytics.  

/ƻƴƴŜŎǘƛŎǳǘΩǎ ƘŜŀƭǘƘŎŀǊŜ ǎȅǎǘŜƳ Ƙŀǎ ǾŀǊƛŜŘ ŀƴŘ ƻŦǘŜƴ ǎǳōƻǇǘƛƳŀƭ ǇŜǊŦƻǊƳŀƴŎŜ ƻƴ ǇǊŜǾŜƴǘƛǾŜ ŎŀǊŜΣ 

diabetes outcomes, prenatal and postpartum care, and mental health outcomes. Clinical quality measures 

where EHRs are the primary data source, such as eCQMs, have come to the forefront as a means to shed 

light on healthcare performance, but they are not widely used in Connecticut. The State will work with 

public and private payers, employers, accountable healthcare organizations, and others to align strategies 

and increase the reporting and use of eCQMs for measuring outcomes and informing quality improvement 

activities. These actors have limited insight into the above priorities because this robust and actionable 

data from multiple sources is not available to them. 

During the initial stages of CDAS implementation, provider outreach and engagement will be broad and 

inclusive, including outreach to ACOs and FQHCs to increase and expedite the submission of clinical data. 

The CDAS will provide self-service quality and utilization measures analysis with focused visualizations, 
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dashboards, data extracts and ad-hoc analysis capabilities to these providers. Providers will be able to 

track and trend the quality of care delivered, avoid preventable events, and address gaps-in-care to 

improve outcomes and maximize incentives. See subsequent sections for more information. 

An initial set of accountable healthcare organizations will be solicited to work with the HIT PMO and the 

Office of the State Comptroller (OSC) (the State agency responsible for contracting for and managing 

health benefits for the state employee and retiree populations). The OSC will receive eCQM data to better 

monitor providers and give them feedback and tools so that they can improve care delivery to the state 

public employee population.  

Additional provider groups, as well as commercial payers will also be engaged at the outset. The HIT PMO 

will collaborate with DSS to determine how CDAS capabilities can be leveraged to support the Medicaid 

program. CDAS will allow payers the self-service capability to view visualizations, dashboards and conduct 

ad-hoc analysis by providers and/or various programs. 

The CDAS architecture is designed as a purely modular framework to provide dynamic configurations and 

scalability to meet the needs of the stakeholders, current and future.  The architecture is based on leading 

technologies that have been implemented across many other industries and leverages open source and 

commercial off the shelf (COTS) components. This architecture approach along with the technology 

components provides a configurable solution and not a custom coded solution.  

Incremental System Releases 

The CDAS, like the HIE, will be implemented in multiple Stages to deliver functionality to the 

stakeholders/users in a timely and efficient manner, following an Agile SDLC. Each Stage will focus on the 

delivery and release of solution components as they become available. The agile process will focus on the 

ǊŜǉǳƛǊŜŘ ŦǳƴŎǘƛƻƴŀƭƛǘȅ ŎŀǇǘǳǊŜŘ ƛƴ ǘƘŜ ǳǎŜ ŎŀǎŜǎ ŀƴŘ ǿƛƭƭ ǊŜǉǳƛǊŜ ǘƘŜ ǎǘŀƪŜƘƻƭŘŜǊǎΩ Ŏƻƴǘƛƴǳƻǳǎ ƛƴǇǳǘ ǘƻ 

validate development efforts to requirements. Functionality enhancements can be made at development 

time instead of waiting for the system to be fully implemented. 

The initial CDAS roadmap, Figure 3, focuses on the first three implementation Stages. Each Stage builds 

on the previous stage(s) and the incremental releases of functionality is structured to mature the CDAS 

analytics and information sharing capabilities. 
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Figure 3: CDAS Proposed Stage Implementation Delivery Roadmap 
 

 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 


















































































































































